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The purpose of this quantitative non-experimental cross-sectional study is to investigate 
the self-efficacy of middle and high school counselors in the state of Louisiana as it relates to 
their ability to conduct youth suicide risk assessments. Broadly, the study compares the Council 
for Accreditation of Counseling & Related Educational Programs (CACREP).  CACREP 
accredited and non-accredited school counselors to determine if CACREP accreditation equips 
school counselors with higher self-efficacy. To this end, the study employs the Counselor 
Suicide Assessment Efficacy Survey (CSAES) scale to analyze degrees of self-efficacy in 
conjunction with a demographic survey of sample characteristics associated with educational 
preparation, training, and professional experiences of school counselors. This study will examine 
school counselor’s self-efficacy in order to provide data for practical and evidenced-based 
training in suicide intervention through existing CACREP accredited and non-CACREP 
accredited counseling programs. Results from the study may be used to improve the content of 
vi 
counselor education programs and better prepare school counselors with identifying suicide 
ideation, performing risk assessments, and overall, preventing suicidal acts by youth.  
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CHAPTER ONE  
INTRODUCTION 
The World Health Organization (WHO) reports that there are close to 800,000 people 
who die by suicide every year (WHO, 2016). This tragic phenomenon is a growing health crisis 
in the United States. Suicide rates rose across the United States by more than 30% from 1999 to 
2016 according to the Center for Disease Control and Prevention (CDC) National Vital Statistics 
Systems (CDC, 2018). In 2016, nearly 45,000 individuals in the United States lost their lives to 
suicide (CDC, 2018). Although global rates of suicide have declined by a third since 1990, the 
United States maintains persistently high rates and increases in suicide (Newman, 2019).  
More troubling is the increase in youth suicide in the United States.   Suicide rates for 
individuals aged 10-24 increased during the years 2007-2017.  For individuals aged 10-24, the 
suicide rate was stable from the year 2000 to 2007, but then increased by 56% between 2007 and 
2017 (NCHS, 2019).  The suicide rate for persons aged 15-19 also increased 76% from 2007 to 
2017 according to the National Center for Health Statistics (2019).   
In addition to the disturbing U.S. trends in youth suicide, youth suicide is complex for at 
least three reasons. As one example, the CDC (2018) reports that boys are more likely than girls 
to end their life (CDC, 2018). Furthermore, research on gender disparities and suicide indicates 
that females attempt suicide two to three times more than males; however, males die by suicide 
at a higher rate due to the use of lethal means (CDC, 2018). These findings suggest that when it 
comes to suicide as a cause of death for youth, gender must be considered as variable.  
As a second example, a myriad of potentially interrelated factors such as stressful home 
lives, mental illness, child abuse, exposure to violence, and access to firearms may contribute to 
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suicide in youth (Thompson, 2019). Third, in lieu of these factors, predicting whether youth will 
commit suicide is not always straightforward. Thus, youth suicide is a public health crisis that 
not only requires further investigation to understand the complex mental, behavioral, and societal 
factors that suicidal youth experience should also be a vital component in the preparation of  
professional counselors to employ time-sensitive intervention and prevention strategies. 
Concerns about suicide risk are one of the most frequently occurring mental health 
emergencies among adolescents (King, Foster, & Rogalski, 2013). Thousands of trips are made 
to the hospital each year due to the mental instability of a young person (King et al., 2013). 
Many scholars and experts in the field believe public schools serve as ideal locations to identify 
students who are struggling and provide them with support (Granello & Granello, 2007; Juhnke, 
Granello, & Granello, 2011).  
School counselors are often on the school’s crisis response team and have received 
training in suicide intervention (Council for Accreditation of Counseling and Related 
Educational Programs [CACREP], 2015). In middle and high school settings, students may face 
self-identity issues regarding their gender or other personal matters. They may also be struggling 
with personal and social problems such as low self-esteem, grief over the death of a loved one, 
separation/divorce of parents, bullying, or peer relationship issues. Examining the topic of youth 
suicide from the standpoint of crisis intervention, may create challenging situations for school 
counselors to intervene to offer counseling services, notify parents or guardians, or, in extreme 
cases, contact emergency personnel. Therefore, it is imperative for school counselors to not only 
identify students who may be experiencing these problems but to also be equipped to counsel 
students who may be contemplating suicide. The goal should be to alleviate or minimize the 
issues that influence youth to contemplate suicide.    
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This introductory chapter provides background information about school counselors, a 
group of professionals who are critical in the fight against youth suicide. Specifically, the chapter 
examines the education, training, and self-efficacy of school counselors in the state of Louisiana 
in relation to youth suicide intervention and prevention. In 2007, the Louisiana Department of 
Education appointed a school counseling task force to design a model based on the unique needs 
of the students of Louisiana (Louisiana Department of Education, 2010). This group dedicated its 
time, expertise, and resources to design the Louisiana School Counseling Model which is also 
referred to as LaSCM (Louisiana Department of Education, 2010). This model solidifies the 
definitive presence of school counseling as a profession. The LaSCM defines school counselors 
as professionals who conform to ethical guidelines in the counseling profession, receive 
designated standards of training (particularly in accredited programs), and practice standards of 
accountability for student competence in the areas of career, social/personal, and academic 
growth (Louisiana Department of Education, 2010).  
 Louisiana school counselors are state certified school counselors who have a master’s 
degree in school counseling (Louisiana Department of Education, 2010). This chapter includes a 
statement of the problem along with the significance of the study. Furthermore, the methodology, 
the framework, and the design model of the research are discussed. Finally, research questions, 
hypothesis, and limitations of the study are explored. 
Statement of the Problem 
Due to the increasing number of youth suicides and attempted suicides in the United 
States, school counselors have an increased likelihood of working with students who may 
experience suicidal ideations. Thus, there is a growing need for education in graduate counselor 
education programs on suicide intervention for school counselors.  Moreover, there is a need for 
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education and professional development that increases the self-efficacy of school counselors. 
The literature indicates that CACREP accredited counselors are proficient in knowledge about 
suicide (Adams, 2006; Schmidt, Homeyer, & Walker, 2009). However, researchers have found 
that CACREP accredited school counselors are not displaying high self-efficacy when it comes 
to youth suicide risk assessments (Morris & Minton, 2012). Self-efficacy, which is concerned 
with people’s beliefs in their capabilities to demonstrate skills and /or behaviors (Bandura, 1997) 
helps determine whether school counselors are confident with conducting youth suicide risk 
assessments.  
When examining education and training of school counselors, it is not known at what 
levels of self-efficacy CACREP accredited school counselors are prepared for when it comes to 
youth suicide risk assessments. As an accrediting body with accountability objectives, it is 
important that CACREP accredited programs uphold standards for best practices regarding 
suicide intervention training. The gap in knowledge regarding the self-efficacy of CACREP 
accredited school counselors has implications for graduates of accredited verses non-CACREP 
accredited programs. To this end, this study conducted a correlational analyses to compare the 
levels of school counselors’ self-efficacy as it relates to suicide assessment and the perceptions 
of the preparation of CACREP and non-CACREP accredited middle and high school counselors 
in the state of Louisiana.    
Purpose of the Study 
The purpose of this study is to determine if CACREP accreditation contributes to higher 
self-efficacy for school counselors when conducting suicide risk assessments. This study 
examined on those school counselors who graduated from CACREP accredited institutions and 
non-CACREP accredited institutions after 2009. The year, 2009, represents the period in which 
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CACREP adopted new standards for counselors to receive training to assess and manage suicide 
risk (CACREP, 2015). This study examined school counselor self-efficacy in order to provide 
data for practical and evidenced-based training in suicide intervention through existing CACREP 
accredited and non-CACREP accredited counseling programs. Results from the study may be 
used to better prepare school counselors with identifying suicide ideation, performing risk 
assessments, and overall, preventing suicidal acts by youth. To this end, this study is guided by 
the research questions and hypotheses in the following section.  
Research Questions and Hypotheses 
The following research questions and hypothesis will guide this study:  
1. Do school counselors who graduated from CACREP accredited institutions after 2009 
report higher self-efficacy in conducting a suicide risk assessment than those who 
graduated from non-CACREP accredited institutions or CACREP accredited 
institutions prior to 2009 (CACREP, 2015)?  
2.  Do school counselors who purport to have high self-efficacy who have graduated 
from a CACREP accredited institution after 2009 and who have additional crisis 
intervention training able to better assess a student who is suicidal (CACREP, 2015)?  
Null Hypothesis: H0A: There is no significant difference in the self-efficacy of 
counselors who graduated from CACREP accredited institutions after 2009 when compared to 
those who graduated from non-CACREP programs and CACREP accredited programs prior to 
2009.  
Alternative Hypothesis: H1A: School counselors who graduated from CACREP 
accredited institutions after 2009 will report higher self-efficacy in conducting suicide risk 
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assessments than those who graduated from non-CACREP accredited institutions or CACREP 
institutions prior to 2009.  
 Null Hypothesis: H0B: There is no significance in the self-efficacy of counselors who 
graduated from CACREP accredited institutions after 2009 and have received crisis intervention 
training when compared to school counselors who graduated from non-CACREP accredited 
institutions with no crisis intervention training or graduated from CACREP accredited 
institutions prior to 2009.  
Alternative Hypothesis: H1B: School counselors who graduated from CACREP 
accredited institutions after 2009 and have additional crisis intervention training will report 
higher self-efficacy in conducting suicide risk assessments than those who graduated from a non-
CACREP accredited institutions with no crisis intervention training or graduated from CACREP 
institutions prior to 2009.  
Significance of the Study 
Suicide is a public health crisis for young people in the United States. Each year, nearly 
one million people die worldwide from suicide which corresponds to roughly one death every 40 
seconds (International Association for Suicide Prevention, 2014). This study evaluated school 
counselors’ graduate level preparation on suicide intervention to determine if CACREP 
accredited school counselors have a higher self-efficacy than non-CACREP accredited school 
counselors who did not have preparation on suicide intervention. Currently, there are school 
counselors who are practicing in Louisiana who have graduated from both CACREP accredited 
and non-CACREP accredited master’s level counseling programs. Given the magnitude of youth 
suicide in the United States, the significance of the study lies in its aim to fill a critical gap in 
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knowledge regarding the self-efficacy of school counselors for suicide risk assessment and 
intervention.  
School counselors may have access to other suicide intervention training within their 
school district or through other professional development programs such as conferences, 
workshops, and online trainings. However, school counselors may find it difficult to locate 
outside resources that provide training in suicide intervention that is evidenced-based. The 
opportunity to provide information for evidenced-based training make this study significant. The 
American Association of Suicidology (AAS) and the Suicide Prevention Resource Center 
(SPRC) are two professional organizations that provide evidence-based training throughout the 
country. The American Association of Suicidology offers a suicide intervention training program 
for counselors that are in-person or web-based presentations at the trainee’s expense (AAS, 
2019a). The Suicide Prevention Resource Center also offers a suicide intervention training 
program that requires counselors to pay out of pocket for the training (SPRC, 2019). 
Unfortunately, more supplemental resources are needed.    
Pisani, Cross, and Gould (2011) conducted a review of the literature on programs that 
provide suicide intervention education to mental health professionals. These programs cover all 
eight domains of Suicide Core Competencies ascribed by the Suicide Prevention Resource 
Center. Other options for training may be found in educational videos online through various 
providers such as PESL, Inc. However, these online training videos do not allow for synchronous 
interactions with the participants, such as a face-to-face class would (Black, 2017). Due to the 
current lack of access to up-to date, evidence-based suicide intervention, there is a need to 
develop a training course that may fill this void (Black, 2017). Based on a review of the suicide 
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intervention trainings available, counselor graduate programs can utilize evidence based 
programs within their curriculum. (Black, 2017).   
Many scholars and experts in the field believe public schools serve as an ideal location to 
identify students who are struggling and to provide them with support (Granello & Granello, 
2007; Juhnke et al., 2011). School counselors are often on the school’s crisis response team and 
have received training in suicide intervention. The American Mental Health Counselors 
Association randomly sampled counselors in general and found that 71% of counselors reported 
that they have worked with a client who has attempted suicide and 28% of counselors had a 
client who completed suicide (Rogers, Gueulette, Abbey-Hines, Carney, & Werth, 2001). King, 
Price, Telljohann, and Wahl (2000) conducted a study on school counselors and reported that 
only 52% of the school counselors knew to ask a student why he or she was feeling suicidal.  
Overview of Methodology  
This quantitative study measures levels of self-efficacy from a sample of middle and high 
school counselors from the state of Louisiana. Participants will complete a demographic 
questionnaire and a Counselor Suicide Assessment Efficacy Survey (CSAES) to measure self-
efficacy of school counselors related to suicide assessment and intervention. The scope of the 
CSAES survey, which features a psychometric test that measures self-efficacy on cognitive 
processes, includes an analysis of three levels of self-efficacy: 1) self-efficacy of suicide risk 
factors; 2) willingness to conduct suicide risk assessments; and 3) self-efficacy in carrying out 
the suicide risk assessment with their students. The results of the survey will be used to test the 
hypotheses and answer the research questions.  
Definition of Key Terms 
The following terms are used throughout this proposal and are defined as follows: 
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Assessment: “A comprehensive evaluation, usually performed by a clinician, to confirm 
suspected risk in a patient, estimate the immediate danger, and decide on a course of treatment” 
(SPRC, 2019).    
At Risk: “Characterized by a high level of risk for suicide and/or low level of protection 
against suicide risk factors” (SPRC, 2019). 
CACREP: The Council for Accreditation of Counseling and Related Educational 
Programs “is a specialized accrediting body that assures graduate counseling programs on 
campus and online throughout the United States meets standards within the counseling 
profession. The 2016 standards were written with the intent to promote a unified counseling 
profession” (CACREP, 2015).  
Intervention: “A strategy or approach that is intended to prevent an outcome or to alter 
the course of an existing condition. Also, an activity or set of activities designed to decrease risk 
factors or increase protective factors” (SPRC, 2019; U.S. Department of Health and Human 
Services Office of the Surgeon General & National Action Alliance for Suicide Prevention, 
2012, p. 14). 
Lethal means: “Methods of suicide with especially high fatality rates (e.g., firearms, 
jumping from bridges or tall buildings)” (SPRC, 2019). 
Prevention: “Activities implemented prior to the onset of an adverse health outcome 
(e.g., dying by suicide) and designed to reduce the potential that the adverse health outcome will 
take place” (SPRC, 2019). 
Postvention: “Activities following a suicide to help alleviate the suffering and emotional 
distress of the survivors, and prevent additional trauma and contagion” (SPRC, 2019).  
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Screening: “A procedure in which a standardized tool, instrument, or protocol is used to 
identify individuals who may be at risk for suicide” (SPRC, 2019). 
Self-efficacy: According to Bandura (1997), the belief in personal capabilities related to 
specific domains. The belief that one possesses the ability, knowledge, and skills in order to 
perform well that one’s actions will be effective. 
Suicidal ideation: Refers “to thinking about, considering, or planning suicide” (The 
National Institute of Mental Health, 2019). 
Suicidal intent: “Evidence (explicit and/or implicit) that at the time of injury the 
individual intended to kill him or herself or wished to die and that the individual understood the 
probable consequences of his or her actions” (U.S. Department of Health and Human Services 
Office of the Surgeon General & National Action Alliance for Suicide Prevention, 2012, p. 14).  
Suicidal plan: “A thought regarding a self-initiated action that facilitates self-harm 
behavior or suicidal attempt; often including an organized manner of engaging in suicidal 
behavior such as a description of a time frame and method” (U.S. Department of Health and 
Human Services Office of the Surgeon General & National Action Alliance for Suicide 
Prevention, 2012, p. 14). 
Suicide: Defined as “death caused by self-directed injurious behavior with intent to die 
as a result of the behavior” (The National Institute of Mental Health, 2019). 
Suicide attempt: Defined as “a non-fatal, self-directed, potentially injurious behavior 
with intent to die as a result of the behavior. A suicide attempt might not result in injury” 
(Crosby, Ortega, & Melanson, 2011). 
Suicide completion: Death caused by self-inflicted injurious behavior with any intent to 
die as a result of the behavior (CDC, 2019).  
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Suicide-risk assessment: “Strategies used by a mental health practitioner to inquire 
about suicidal thoughts and impulses in a client” (King et al., 2013).  
Suicidality: “A term that encompasses suicidal thoughts, ideation, plans, suicide 
attempts, and completed suicide” (SPRC, 2001). 
Suicidology: “The study of suicide, its causes, and its prevention” (SPRC, 2001). 
Organization of the Document 
This quantitative focuses on responses collected from a demographic questionnaire and 
Counselor Suicide Assessment Efficacy Survey (CSAES) survey collected from a sample of 
practicing school counselors in the state of Louisiana. Subsequent chapters in this study include a 
review of the current literature on suicide assessment and intervention. This study also examined 
the perceptions of school counselors’ self-efficacy with suicide intervention strategies. This 
quantitative study focused on responses collected from demographic questionnaires and 
Counselor Suicide Assessment Efficacy Survey (CSAES) survey collected from a type of sample 
of practicing school counselors in the state of Louisiana. The researcher examined the education 
and training of school counselors who have received and have not received crisis intervention 
education in graduate school concerning suicide risk assessments. The researcher explored 
whether the education and training school counselors have received provided them with the 
adequate skills necessary to effectively implement suicide risk assessments. School counselors 
who do not have high self-efficacy in their suicide assessment abilities, will not engage in 
behaviors that could help identify students at risk of suicide. Therefore, school counselors may 
deny giving assistance to at risk students. This would be a violation of the American School 
Counselor Association (ASCA) Ethical Standards for School Counselors (ASCA, 2016).  
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The ASCA Ethical Standards for School Counselors’ states that school counselors will 
use those competencies that are indicated under Standard B.3 “Responsibilities to Self” (ASCA, 
2016). The ASCA Ethical Standards for School Counselors also states under Standard A.4, 
“Academic, Career, Social/Emotional Plans,” that school counselors will help students learn 
coping skills for managing life events (ASCA, 2016).  Chapter Two addresses the literature 
related to teaching suicide intervention and the understanding of what methods have produced 










CHAPTER TWO  
LITERATURE REVIEW 
This chapter provides an analysis and discussion of the existing body of knowledge of 
suicidology and suicide counseling. In brief, the literature review covers theoretical perspectives 
about suicidology, the status of practices in graduate education and training in suicide knowledge 
and intervention, and the concept of self-efficacy as it applies to school counselors.  
To this end, seven topics are discussed in the following sequence. First, the chapter will 
explore crisis theory and the crisis of suicidality. Second, the chapter will outline a theoretical 
basis for suicide intervention in the school setting. Third, the chapter will explore current 
research in the field of suicide intervention as well as literature that addresses evidenced-based 
programs on the topic of suicide assessment. Fourth, the chapter will present youth suicide as a 
complex public health crisis. Fifth, this literature review will include a discussion of the 24 Core 
Competencies that are a part of evidence-based training offered by the American Association of 
Suicidology. Sixth, the literature review will present gaps and tensions in the research regarding 
the self-efficacy of school counselors. Finally, the literature review concludes with a discussion 
of the theoretical foundation and the conceptual framework for the study based on Bandura’s 
(1985) theory of self-efficacy.  
Crisis Therapy in Schools 
Crisis therapy in schools is no different from that offered by other counselors in clinics or 
hospital settings (Slaikeu, 1990). Professionals who work in school settings have a unique 
advantage in crisis therapy that is not readily available to their counterparts in community 
clinics. School counselors have daily contact with students and teachers and they also have 
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access to a wealth of information on how students are coping with crises (Slaikeu, 1990). School 
counselors and teachers can design classroom activities to influence how students work through 
crises (Slaikeu, 1990). School counselors are at liberty to play a supportive role in the lives  
of their students. School counselors take precautionary measures by developing a behavior 
support plan that can be used as an intervention to help support students who may have daily 
challenges that need to be addressed in the educational setting. However, school counselors 
should have continuing education in crisis intervention post-graduate school to ensure that they 
are meeting the national ethical standards of the ASCA (ASCA, 2016).  
 The ASCA national ethical standards for students was established to help school 
counselors help students. By adopting and implementing ASCA national ethical standards, 
school counselors effect the way school counseling programs are designed and delivered across 
the country. Counselor educators and supervisors have an ethical obligation to ensure school 
counselors are ready to address suicidal ideation with their clients/students regardless of 
CACREP accreditation (ASCA, 2019c). With the rising trend of school violence including 
suicide in school settings across the country, school counselors play a vital role in navigating 
crisis situations (Granello & Granello, 2007). By offering counselor education college courses 
that educate school counselors in crisis intervention, school counselors increase their self-
efficacy in conducting suicide risk assessments which enables counselors to apply theories of 
crisis.    
Crisis Theory 
There are a variety of crisis theories and crisis intervention models used to explain how 
crises develop and what it means for an individual to need crisis intervention (MacDonald, 
2016). Crisis is defined as a period of disequilibrium and decreased functioning as a result of an 
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event or situation that creates a significant problem that cannot be resolved by using familiar 
coping strategies (Roberts, 1990). James (2008) lists several definitions of crisis which are an 
important precursor to understanding crisis theory.  
 The roots of crisis theory and intervention may be found in the pioneering work of Erich 
Lindeman and Gerald Caplan.  Lindemann (1944) researched crisis intervention in the aftermath 
of the Coconut Grove nightclub fire in 1942 that killed nearly 500 people. He described the 
symptomatology of patients who had experienced some sort of traumatic grief concerning a 
crisis and described it as a “definite syndrome” (Lindemann, 1944). His research and findings led 
the way for the current understandings of crisis and how to conceptualize an appropriate 
response to individuals having traumatic experiences.  
Caplan (1961, 1964) also made efforts to describe the characteristic of a crisis at its most 
basic level. He reported that a crisis is a situation in which there is an imbalance between the 
individual’s problem at hand and the resources that the individual has at hand (Caplan, 1961, 
1964). Caplan (1961, 1964) posits that people are in a state of crisis when they face an obstacle 
to important life goals which leads to a period of disorganization. He added that this situation 
overwhelms the individual’s problem-solving skills, resulting in ineffective coping skills. In 
alignment with Caplan (1961, 1964), Carkhuff and Berenson (1977) state that when individuals 
lack coping skills and have no problem-solving skills to deal with a stressful situation, this may 
lead to a crisis.  
Brammer (1985) and James (2008) identify three types of crises that make up crisis 
theory. These three domains are developmental crisis, situational crisis, and existential crisis. 
Developmental crisis is a normal life event such as a pregnancy or graduation (James, 2008). On 
the other hand, situational crisis involves incidents such as rape, car accident, or sudden loss of a 
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loved one (Brammer, 1985). Finally, existential crisis is related to situations of regret or belief 
that life has passed an individual by (James, 2008). The fundamental aspects of crisis theory 
have paved the way for researchers to create the various tools and techniques that are necessary 
to help individuals overcome the various types of crises. Therefore, in the next section the 
researcher discusses Psychological First Aid as an intervention used in crisis situations.    
Psychological First Aid 
Slaikeu (1990) stated that a crisis is “a temporary state of upset and disorganization, 
characterized chiefly by an individual’s inability to cope with a particular situation using 
customary methods of problem-solving” (p. 15). In his book, Crisis Intervention: A Handbook 
for Practice and Research, Slaikeu (1990) established a basic plan for individuals to follow in 
order to aid professionals in the resolution of various types of crises. This plan is detailed in the 
chapter of his book titled “Five Components of Psychological First Aid” (Slaikeu, 1990, p. 107). 
He reported that when working with an individual in any crisis situation, the intervener needs to 
follow five steps: 1) “make psychological contact,” 2) “explore dimensions of the problem,” 3) 
“examine possible solutions,” 4) “assist in taking concrete action,” and 5) “follow up” (Slaikeu, 
1990, pp. 108–109).  
Psychological First Aid (PFA) today is widely held as a fundamental structure for 
handling crisis situations and is a required teaching in CACREP accredited programs (CACREP, 
2015). It is also utilized when working with the crisis of suicide; however, there must be a deeper 
understanding of the phenomenology of suicide. Slaikeu states Psychological First Aid can be 
used as a model for training school personnel in crisis intervention (Slaikeu, 1990, p. 342). It is 
important to emphasize that the objectives of PFA are limited. The five components of PFA can 
be used as a cognitive map, a guide for helping the student take steps toward coping with a crisis 
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(Slaikeu, 1990, p. 342). Therefore, in the next section, a connection is made between PFA and its 
link to the work of school counselors.  
The Role of School Counselors 
School counselors are viewed as a front line of defense against youth suicide for at least 
three reasons.  School counselors are frequently in direct contact with large populations of youth 
(Gallo, 2016; Malley, Kush, & Bogo, 1994). Within this population, suicide is the third leading 
cause of death among youth aged 15–24 years (King, Strunk, & Sorter, 2011).  School 
counselors are often encouraged to lead suicide prevention programs (Smaby, Peterson, 
Bergmann, Zenter Bacig, & Swearigin, 1990). School counselors often encounter youth who are 
facing stressors and challenges associated with their academic, social, personal, and career 
development such as high academic standards, high-stakes testing, substance abuse, violence in 
school, and suicide (Erford, 2007).  
In summary, school counselors not only have multiple points of contact with youth, but 
they also have several opportunities to build relationships with youth which may prove to be 
valuable as part of their efforts to intervene and prevent youths from committing suicide. The 
following sections discuss professional, ethical, and legal standards to ensure that school 
counselors meet the demands of the counseling profession.  
The American School Counselor Association (ASCA) outlines professional standards for 
school counselors to meet the needs of K-12 students (ASCA, 2019c). The “ASCA Mindsets 
& Behaviors for Student Success: K-12 College- and Career-Readiness Standards for Every 
Student” includes beliefs school counselors hold about student achievement and success (ASCA, 
2019a). The ASCA National Standards for Students include essential behaviors school 
counselors demonstrate through the implementation of a comprehensive school counseling 
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program, including professional foundation, direct and indirect student services, and planning 
and assessment (ASCA, 2019c).  
Each behavior standard has specific competencies that are measurable indicators of the 
broader standard. School counselors design and deliver school counseling programs that improve 
student outcomes. Professional school counselors uphold the ASCA Ethical Standards for School 
Counselors (ASCA, 2016) and promote the development of the school counseling program based 
on the following four components of the ASCA National Model: Define, Deliver, Manage, and 
Assess (ASCA, 2019c). The ASCA identifies the school counselors’ obligation to inform 
parents/guardians of risk assessments (ASCA, 2016).  
 As part of its code of ethics, the American Counseling Association (ACA) lists the 
primary responsibility of counselors as an obligation to respect the dignity and promote the 
welfare of clients (ACA, 2014). School counselors have an ethical obligation to protect all 
students but have an additional mandate to seek out more vulnerable populations of students and 
offer support. The development of the ASCA National Standards for school counselors requires 
an examination of theory, research, and practice to ensure that all aspects of school counseling 
are considered (Huey, 2011). The standards movement has provided ASCA with a timely 
opportunity to better define the role of school counselors in the American educational system and 
establish similar goals, expectations, support systems, and experiences for all students across the 
country (ASCA, 2019c).  
School counselors must also understand the legal and ethical liabilities for releasing a 
student who is a danger to self or others without proper and necessary support for that student 
(ASCA, 2016). For a school counselor to be self-efficacious, they must first know the warning 
signs of a suicidal student. School counselors must also have knowledge and confidence to carry 
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out a risk assessment properly. ASCA states that school counselors have an ethical obligation to 
not only inform parents when their child is suicidal but also make referrals when necessary or 
appropriate to outside resources for student and family support (ASCA, 2016). In some cases, 
school districts are adopting policies that require documentation and assessment from a mental 
health provider before the child can return to school (Capuzzi, 2002).  
School counselors who cannot provide the at-risk youth with appropriate services, must 
refer the youth and the family to an appropriate agency, institution, or private practitioner 
(Capuzzi & Gross, 2019). School counselors serve as the primary connection between at-risk 
youth and their families. Thus, it is essential for school counselors to possess knowledge of 
parental consultation, making necessary referrals, and seeking personal counseling when stress 
becomes too great. These are some ways in which a school counselor can maintain a high level 
of self-confidence and effectiveness (Capuzzi & Gross, 2019). 
Policies that require documentation and assessment from a mental health provider are not 
enforced in some school districts. This may result in the parent or guardian not following through 
with the school counselor’s recommendation to seek mental health treatment outside of the 
school setting. Unfortunately, there can be stigmatization around receiving services, which 
prevent parents from seeking services for their child (Erickson & Abel, 2013). In other cases, 
there are times when a parent or guardian refuses outside treatment because they feel that their 
child is not suicidal. In these situations, the school counselor should seek legal counsel and 
follow best practices (Capuzzi & Gross, 2019).  
School authorities also have both a moral obligation and a legal responsibility to protect 
the life, health, and property of students, faculty, and staff in emergencies. This responsibility 
extends to the emotional health and psychological well-being of the entire school community. 
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School crisis plans “highlight the importance of leaders taking charge by assessing the situation, 
making decisions, giving directions to others, and supervising activities” (Cornell & Sheras, 
1998, p. 297).  
The literature on professional counseling consistently identifies three counselor roles: 
counseling, consulting, and coordination. These roles are aimed at enhancing the personal and 
academic success of all students with the goal of helping students learn more effectively (ASCA, 
2019c). Professional literature states that school counselors should play a vital role in preventing 
adolescent suicide by advocating and providing leadership for suicide prevention and crisis 
intervention efforts (King et al., 2000). School counselors can be of little help to students and 
staff if they are unable to recognize crisis behaviors and accurately convey this understanding to 
others (Long, Wood, & Fecser, 2001).  
School counselors have an ethical responsibility for being aware of the risk factors of 
adolescent suicide, recognizing potential lethality, and taking appropriate steps to intervene with 
students at suicidal risk.  Doing so would reduce the chances that the student would commit 
suicide (King et al., 1999). School counselors may benefit from additional training in addition to 
graduate schoolwork to identify the warning signs and to effectively implement risk assessments. 
School counselors may also benefit from professional development opportunities to ensure they 
are competent to deliver programming to staff, students, and the community in the area of 
suicide prevention (Black, 2017; Fiernan, 2012).   The proper education and training may help to 
improve a school counselors’ self-efficacy to deliver intervention effectively. 
 The next section will discuss suicide prevention and the role school counselors play in 
suicide prevention.    
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A Brief History of Suicide Prevention 
Suicide prevention efforts started in the United States in the 1950s (U.S. Department of 
Health and Human Services Office of the Surgeon General & National Action Alliance for 
Suicide Prevention, 2012) and were expanded by the development of the American Association 
of Suicidology in 1968 (Black, 2017). In 1983, the Center for Disease Control began taking 
further steps in suicide prevention by bringing youth suicides to the attention of the public 
(Office of the Surgeon General, 2012). There is now plethora of research in the field of  
suicide that focuses on prevention, intervention, and postvention (Black, 2017; Burns & Patton, 
2000; Pisani et al., 2011). For each of these areas, suicide strategies hold different skills a school 
counselor must implement, beginning with suicide prevention.  
In the clinical process of working with individuals that are suicidal, there are three 
significant components of suicide work (Robinson, Cox, Malone, Williamson, Baldwin, Fletcher 
& O’Brien, 2013). These areas are concentrated into the domains of suicide prevention, suicide 
intervention, and suicide postvention (Black, 2017). Each of these is discussed below, beginning 
with prevention. Prevention provides education to inform others of risk factors that are warning 
signs individuals may experience when suicidal.     
Suicide Prevention 
 The suicide prevention skills a school counselor should possess include the ability to 
recognize behaviors of students who may be at risk and by consulting with colleagues and 
experts when these signs exist. The ASCA ethical standard B-PF 4.a states that school counselors 
stay current with school counseling research and best practices (ASCA, 2016). The 
comprehensive school counseling program should include prevention measures for educating 
students about suicidal risk factors and resources. Suicide prevention brings awareness and 
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education in hopes that prevention methods will decrease the act of attempting or completing 
suicide. Suicide prevention focuses on accomplishing three different goals (Cusimano & 
Sameem, 2011). The first of these goals is to increase awareness of suicide. The second of these 
goals is to educate professionals on how to recognize warning signs of suicide for the safety of 
themselves and others (Black, 2017). The last goal is to provide individuals with information on 
resources available in the community or within schools or whatever setting is applicable 
(Cusimano & Sameem, 2011). These efforts promote the goal of reducing the number of suicidal 
individuals who are in a state of crisis that need immediate intervention. There is a multitude of 
different suicide prevention programs that are available for use in various settings (Robinson et 
al., 2013). These are particularly popular in school settings because teenagers are at increased 
risk for thinking about or attempting suicide (David-Ferdon et al., 2016).  
There are several suicide prevention programs. The Signs of Suicide (SOS) is one 
example of a suicide prevention program that is school based. Signs of Suicide (SOS) is designed 
to prevent suicide with middle school and high school-aged students (Aseltine & DeMartino, 
2004; Black, 2017). The program focuses on teaching students about indicators and risk factors 
for depression and suicide. It includes a video for students to watch and models appropriate ways 
to talk with others who may be depressed (Black, 2017). SOS also models how to seek help from 
school professionals (Aseltine & DeMartino, 2004; Black, 2017).  
 For suicide prevention to be effective, school counselors must be trained and 
knowledgeable of risk factors. Suicide prevention is beneficial in many settings; however, school 
counselors must be trained in suicide prevention and intervention with knowledge of the 
complexities of problems that students face which may lead them to end their lives (Potter & 
Stone, 2003; Black, 2017). School counselors should engage in evidence-based prevention 
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strategies. Practicing evidence-based prevention means using the best available research and 
data. A second example of a resource is the Suicide Prevention Resource Center (SPRC). The 
Suicide Prevention Resource Center (SPRC) offers several programs, resources, and training that 
support evidence-based practice. The SPRC states that evidenced-based methods have been 
defined as the “conscientious, explicit, and judicious use of current best evidence in making 
decisions about the care of communities and populations in the domain of health protection, 
disease prevention, health maintenance, and improvement” (SPRC, 2019). Finally, the ASCA 
website also offers resources and sites of evidenced-based training providers for suicide 
prevention and intervention for school counselors. The next section focuses on the role of school 
counselors as it relates to suicide intervention.    
Suicide Intervention 
Suicide intervention is the next step in the effort to prevent the act of suicide. A teacher in 
a typical U.S high school classroom can expect to have at least one young male and two young 
females who attempted suicide in the last year (King et al., 2000). Many states are requiring that 
schools include guidelines for suicide prevention, crisis management, and postvention in their 
written crisis response plan. Several states require that all school faculty, administration, and 
staff participate in workshops that address the parameters of youth suicide and provide school 
personnel with information about risk factors and warning signs. These trainings inform staff of 
the protocol to be followed when youth have been identified as being at risk of causing self-
harm.  
Suicide risk assessments occur as part of the suicide intervention phase. Suicide 
intervention occurs once a student has displayed the risk factors or behaviors and may have a 
plan to end his or her life. In most situations, the school administrator and the school counselor 
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are informed that a student is threatening suicide. This report may come from other students, 
teachers, parents, social media, or the student that is contemplating suicide. Once a school 
counselor completes a risk assessment for a student, the parent or legal guardian should be 
notified, and an emergency conference should be held depending on the school district policy.  
School counselors are an integral part of school-based suicide prevention, intervention, 
crisis management, and postvention efforts. Once an individual has been identified for suicidal 
threat, there is a need for suicide intervention. The ASCA states that counselors use only those 
testing and assessment services for which they have been trained and are competent (ASCA, 
2014). Suicide intervention is the process of preventing an individual from completing the act of 
suicide and describes the continuum of those efforts (Black, 2017). Suicide intervention may 
include clinical interviews, measures, assessments, or referrals to outside resources (Joiner et al., 
1999; Rudd, Joiner, & Rajab, 2004; Wingate, Joiner, Walker, Rudd, & Jobes, 2004; Jobes, 
Lento, & Brazaitis, 2012). Suicide intervention is initiated by assessing the level of need of the 
suicidal person; this process is known as suicide assessment. Once the individual’s level of 
suicidality is assessed, the intervener can continue with other intervention efforts (Black, 2017). 
For example, intervention efforts may include therapy, Psychological First Aid, medications, 
hospitalization, or safety planning (Slaikeu, 1990; Bryan & Rudd, 2005; Joiner et al., 1999; 
Stanley & Brown, 2008). 
The Zero Suicide Institute has training for mental health professionals called Assessing 
and Managing Suicide Risk (AMSR). This training teaches best practices recommended by the 
nation’s leading experts in the research and delivery of suicide care (Zero Suicide Institute, 
2019). The AMSR training offers a one and a half-day training in the latest research-informed  
suicide risk assessment and risk formation designed for health and behavioral health care 
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professionals working in a variety of settings. Training in suicide intervention is necessary for 
graduate programs and through professional development through a school counselor’s district. 
Slaikeu (1990) states health professionals need to be trained in Psychological First Aid 
procedures and believes that training in crisis intervention should be given in undergraduate and 
graduate courses. He also states that continuing education workshops and seminars should be 
ongoing for school counselors and other health professionals (Slaikeu, 1990). If suicide 
intervention is not provided in time, the completion of suicide may be the result. This leads to a 
need for suicide postvention in situations in which the individual has completed suicide.  
Suicide Postvention 
Suicide postvention occurs after a student has completed suicide. Postvention is designed 
to reduce the long-term effects experienced by those directly and indirectly impacted by crises. 
According to Weinberg (1990), “postvention is, in reality, a form of prevention, designed to 
block the occurrence of new tragedies in response to the triggering event, whether suicide, 
violent crime, or other misfortune” (p. 277). Suicide postvention is the process of providing 
services to the survivors after an individual attempts suicide (Cox, Robinson, Williamson, 
Lockley, Cheung, & Pirkis, 2012; Black, 2017). These services are provided in order to prevent 
future suicides and to mitigate the impact of suicide in communities because suicides can often 
be epidemic in nature (U.S. Department of Health and Human Services Office of the Surgeon 
General & National Action Alliance for Suicide Prevention, 2012; Black, 2017). Suicide 
postvention provides organizational response plans, debriefings, group counseling, screening for 
others who are at high risk, and assistance with reporting suicides in the media (Cox et al., 2012). 
These efforts are aimed at reducing future suicides that are a direct effect of the original suicide 
(Black, 2017).  
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The recovery process includes not only re-stabilization but also learning new ways of 
coping with stress through positive crisis resolution (Hoff, 1995). Crisis resolution involves 
cognitive mastery of the situation, the restoration of equilibrium, and the development of new 
coping strategies (Black, 2017). According to Roberts (1990), “an effective crisis resolution 
removes vulnerabilities from the individual’s past and bolsters the individual with an increased 
repertoire of new coping skills that serve as a buffer against future similar situations (p. 330).” 
Breland, Brody, Hunter-Ebeling, O’Shea, and Ronk (1993) indicated that students are more 
likely to be responsive to additional evaluation, treatment, and postvention efforts when the 
counselor has worked to build enough rapport and trust by demonstrating empathy and utilizing 
timely crisis intervention skills.  
 According to Trump (2000), “school and community officials need to realize that some 
of the most painful and stressful aspects of crisis management will continue after the initial 
incident itself has passed” (p. 123). What occurs during the immediate aftermath of the crisis 
event determines whether the person can assimilate the experience effectively and, thus, prevent 
the occurrence of chronic, long term symptoms. If a student does not receive suicide intervention 
in a timely manner, suicide may be inevitable. Thus, effective suicide risk assessments become 
critical to suicide prevention.  
Suicide Risk Assessment 
 Suicide risk assessments are tools used by counselors to assess the level of risk of 
suicidal individuals. Suicide crises vary by degree and require skill, knowledge, and assessment 
by practitioners (Joiner et al., 1999; Oordt, Jobes, Fonseca, & Schmidt et al., 2009; Pisani et al., 
2011). In fact, there are numerous ways to calculate the risk of a client’s completing suicide and 
various measurements or assessments to determine what level of risk (Granello & Granello, 
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2007;Black, 2017). Many experts in the field have sought to establish best practices for assessing 
suicidal clients and have sought to teach current and future professionals how to conduct suicide 
assessments skillfully (Joiner et al., 1999; Rudd et al., 2004; Bryan & Rudd, 2005;Pisani et al., 
2011; Reis & Cornell, 2008; Oordt et. al., 2009). These assessment strategies include algorithms, 
screening measures, and books written on specific models of risk assessment (Joiner et al., 1999; 
Rudd et al., 2004; Bryan & Rudd, 2005; Black, 2017). There are several types of risk 
assessments that may be used by school counselors. In the state of Louisiana, school counselors 
adhere to their district’s crisis intervention plan and may use risk assessment tools that have been 
modified. This study explores some of the risk assessments that may be used by school 
counselors.  
Suicide Checklists 
Historically, suicide assessments used checklists. These checklists focused on asking the 
client about a series of risk factors (Range & Knott, 1997). These risk factors were determined 
by the Center for Disease Control (CDC) which for years has kept track of various risk factors 
associated with different public health crises (CDC, 2016). These checklists can be completed 
either by the client who is suicidal or by the clinician. Various professionals, including 
physicians, use checklists as a means of screening clients for suicidal ideations (Black, 2017).  
Two examples of suicide checklists include the Lethality of Suicide Attempt Rating Scale 
and the Self-Rated Scale for Suicide Ideation. The Lethality of Suicide Attempt Rating Scale is 
an 11-point scale that is used by the clinician to assess the severity of a suicide attempt based on 
lethality (Black, 2017; Smith, Conroy, & Ehler, 1984). Suicide attempts with a low level of 
lethality would be rated closer to zero while suicide ideation/attempts that are guaranteed to be 
lethal would be rated closer to a 10 using this assessment. This type of scale may be useful to 
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clinicians when evaluating the level of lethality in prior suicide attempts among clients (Smith et 
al., 1984; Black, 2017). The Self-Rated Scale for Suicide is another checklist that practitioners 
may utilize to conduct risk assessments. It is comprised of 19 different items that ask questions 
about the client’s suicidal ideations with a focus on desire and preparation for suicide attempts 
(Beck, Steer, & Ranieri, 1988). This assessment may be useful to clinicians because it can be 
administered by pen and paper or on the computer (Black, 2017). Oftentimes, these checklists 
are short and lack the direction and guidance needed to assist clinicians with effective suicide 
intervention and safety planning (Black, 2017).  
Suicide Screening Toolkit 
The National Institute of Mental Health offers the “Ask Suicide Screening Questions” or 
ASQ which is a free resource for medical professionals and counselors. In 2008, the National 
Institute of Mental Health led a multi-site study to develop and validate the ASQ as a suicide risk 
screening tool for youth in the medical setting. The ASQ consists of four yes/no questions and 
takes 20 seconds to administer (The National Institute of Mental Health, 2017.). The National 
Institute of Mental Health offers this free resource online and can be accessed by anyone who 
wants to take the assessment. 
Suicide Assessment Models 
 Examples of suicide assessments include the Collaborative Assessment and Management 
of Suicidality (CAMS) developed by Jobes et al. (2012) and the Substance Abuse and Mental 
Health Services Administration Suicide Assessment Five-Step Evaluation and Triage (SAFE-T) 
developed in 2011 by the American Psychiatric Association’s Practice Guidelines (American 
Psychiatric Association [APA], 2011). The CAMS is a “therapeutic framework” that counselors 
follow while working with a client who is suicidal (Black, 2017). This therapeutic framework is 
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followed over the course of many therapy sessions until the suicidal ideations are resolved 
(Black, 2017; Jobes et al., 2012). The CAMS utilize the Suicide Status Form to assess clients 
who are suicidal. This thorough assessment is an asset to counselors; however, as thorough as the 
CAMS may be, the training does not include education on the 24 Core Competencies and does 
not educate users on important competencies such as ethical requirements (Black, 2017). These 
are necessary components that will likely influence counselors’ self-efficacy when he or she is 
assessing suicidal clients.  
The SAFE-T developed by the American Psychiatric Association’s Practice Guidelines 
provides an outline for counselors to assess clients who are suicidal, and it guides them through 
two factors that must be considered: risk factors and protective factors for suicide (Black, 2017). 
In addition, it reminds clinicians to assess for suicidal ideations, plans, or intent and to rank how 
suicidal the client is on a level system. This also appears to be a beneficial asset to clinicians; 
however, it does not educate counseling students on the various risk factors that they must know 
to complete the checklist (Black, 2017). Furthermore, it also does not teach the necessary 
competencies that are likely needed to make counseling students feel efficacious in suicide 
assessment (Black, 2017).  
The literature on suicide assessment generally agrees that suicide risk can be assessed by 
including certain core components (Black, 2017). These components include risk factors, 
protective factors, and suicide warning signs (Goldston, 2000; Brown, 2001; Bryan & Rudd, 
2005; Granello & Granello, 2007; APA, 2011; Black, 2017). Risk factors and protective factors 
are provided by research in the field of suicide and by the statistics produced each year by the 
CDC (2016). These statistics and research are ascertained by evaluating common factors 
between suicide attempters and suicide completers (Black, 2017; CDC, 2016). 
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Core Competencies for the Assessment of Individuals at Risk for Suicide 
Core competencies are the knowledge, skills, abilities, and some attitudes or perceptions 
required for people to be successful in their work (AAS, 2019b). The American Association of 
Suicidology was founded by clinical psychologist Edwin Shneidman in 1968 (AAS, 2019b). The 
AAS began a certification program for individual crisis workers in 1989 (AAS, 2019b). AAS 
produces a referral directory of over 600 suicide and crisis centers nationwide and a directory of 
almost 300 survivor support groups (AAS, 2019b). The AAS offers membership to counselors, 
public health specialists, school districts, researchers, mental health clinicians, students, and 
individuals who have attempted suicide or survivors of someone who has completed suicide 
(AAS, 2019b).  
The AAS is nationally recognized for developing and implementing training and 
accreditation programs that are evidenced-based. The trainings include recognizing and 
responding to suicide risk, college and university suicide prevention accreditation, and more 
(AAS, 2019b). There are 24 Core Competencies for the assessment and management of 
individuals at risk for suicide that counselors are trained in through AAS are summarized in the 
following section. 
1. The first Core Competency is section A, “Attitudes and Approach” directs the 
counselor to manage their own reaction to suicide when working with individuals at 
risk for suicide (AAS, 2019b). This training teaches counselors to be self-aware of 
emotional reactions, attitudes, and beliefs related to suicide.  
2. The second Core Competency educates counselors on how to “reconcile the 
difference between the clinician’s goal to prevent suicide and the client’s goal to 
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eliminate psychological pain via suicidal behavior” (AAS, 2019b). This encourages 
the counselor to maintain a nonjudgmental and supportive stance (AAS, 2019b). 
3. The third Core Competency “maintain a collaborative non-adversarial stance” by 
listening thoroughly to attain a shared understanding of client’s suicidality and goals 
(AAS, 2019b). This domain focuses on collecting accurate assessment information to 
ensure that counselors are competent in eliciting the information necessary to 
complete an accurate suicide assessment.  
4. The fourth Core Competency allows the counselor to “make a realistic assessment of 
one’s ability and time to assess and care for a suicidal client as well as for what role 
the clinician is best suited” (AAS, 2019b).  
5. Core Competencies five through eight focus on Understanding Suicide (AAS, 2019b). 
This section falls under section B. Counselors must be familiar with suicide and 
suicide-related statistics. Counselors should also be aware of risk factors and 
protective factors when managing suicidal clients. Understanding suicide educates 
counselors on the phenomenology of suicide.  
6. Section C covers Core Competencies 9–13 “Collecting Accurate Assessment 
Information” (AAS, 2019b). This section allows the counselor to integrate a risk 
assessment for suicidality during the interview to elicit suicide ideation, behaviors, 
suicide plan, and to obtain records from other collateral sources as appropriate (AAS, 
2019b).  
7. Core Competencies 14 and 15 are covered in section D, “Formulating Risk” which 
guides counselors with how to make clinical judgments of the risks that a client will 
attempt or complete suicide. Counselors are trained on risk assessment to determine 
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the level of risk of a suicidal client. Counselors will then write the judgment and the 
rationale in the client’s records (AAS, 2019b).  
8. Core Competencies 16, 17, and 18 are covered in section E, “Developing a Treatment 
and Services Plan” in which counselors develop emergency plans that assures their 
clients’ safety. These competencies also help counselors coordinate with other 
treatment providers in an interdisciplinary team approach (AAS, 2019b).  
9. Core Competencies 19 and 20 are covered in Section F, “Managing care.” Managing 
care covers procedures for following clients closely, including taking reasonable steps 
to be proactive. This helps to motivate clients to receive referral source or an 
appointment for their next treatment intervention session (AAS, 2019b).  
10. Core Competency 21 is covered in Section G, “Documenting.” This competency 
outlines documentation following the risk assessment. This includes informed 
consent, formulation of risk, treatment plan, management, progress, and outcomes 
(AAS, 2019b).  
11. Core Competencies 22, 23, and 24 are covered in Section H, “Understanding legal 
and ethical issues related to suicidality.” These competencies educate counselors on 
state laws pertaining to suicide, legal challenges, and the clients’ right to privacy and 
confidentiality (AAS, 2019b).  
In closing, Suicide Assessment Training Programs and the 24 Core Competencies offer 
guidance on how to conduct a suicide risk assessment. Each of the methods has merits and is 
based on best practice or evidence-based research.  
There is also a need to explore suicide assessment trainings that teach school counselors 
how to do suicide assessments based on the 24 Core Competencies for suicide risk assessment. 
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Allen et al. (2002) conducted a study examining the participation of school counselors in crisis 
interventions. From their study, the authors found that approximately 57% of school counselors 
reported feeling minimally or not at all prepared to deal with crises. Only 18% reported feeling 
well or very well prepared to deal with crisis situations.  
To improve their preparation for crisis intervention, school counselors in Dallas, Texas 
received training through Project SOAR, which stands for Suicide, Options, Awareness, and 
Relief (King & Smith, 2001). Project SOAR is a suicide prevention program that assesses Dallas 
school counselor’s knowledge of suicidal risk factors and their perceived ability to initiate 
appropriate steps when confronted with a suicidal student. This study surveyed 186 school 
counselors; most of the participants had been school counselors for less than 10 years and had 
received the Project SOAR training within four years. The Project SOAR program trained school 
counselors in high, middle, and elementary schools on how to appropriately conduct student 
interviews to assess a student potentially at risk for suicide after a threat is made (King & Smith, 
2001). The training course teaches school counselors about crisis theory and suicide dynamics, 
empathy, and listening skills to help counselors become more comfortable with crisis 
intervention. The study focused on finding out if school counselors’ had knowledge of the 
District’s suicide policies and procedures, if they knew the risk factors, if school counselors’ 
knew the appropriate steps to take when a student assesses at high suicidal risk, and if school 
counselors’ have high levels of efficacy expectations regarding suicide prevention (King & 
Smith, 2001). The survey results concluded that most of the school counselors felt that they 
could recognize suicidal warning signs, assess a student’s risk for suicide, and offer support to a 
suicidal student (King & Smith, 2001). In addition, most school counselors knew the intervention 
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steps to take when a student assessed at high suicidal risk. When compared to school counselors 
nationwide, these counselors reported increased confidence in identifying students at risk.  
CACREP 
Counselor education programs frequently acquire accreditation to ensure quality and raise 
accountability. A leading accrediting body, the Council for Accreditation of Counseling and 
Related Educational Programs (CACREP), accredits graduate education programs in the United 
States and around the world (CACREP, 2019). Programs that receive CACREP accreditation 
have undergone self-assessments which holds them accountable to the public for their 
educational activities and professional standards (CACREP, 2019).  
Researchers have questioned whether accreditation makes a difference in the preparation 
and performance of school counselors (Adams, 2006; Hollis, 1998; Milsom & Akos, 2007). Two 
of the areas of evaluation are test-taking proficiency in educational knowledge and 
comprehensive exam testing. When comparing CACREP accredited test-takers to non-CACREP 
test-takers, Adams (2006) reported statistically significant results (p=0.000) that CACREP test-
takers scored higher than non-CACREP test-takers. Along similar lines, from an American 
Counselor Association study of Counselor Preparation Comprehensive Exam (CPCE) students in 
CACREP accredited programs taking the Counselor Preparation Comprehensive Exam (CPCE) 
who had GRE-V scores of 600 combined with GRE-Q scores of 300 had a 90.76% probability of 
passing the CPCE (Schmidt et al., 2009). While CACREP graduates may show higher 
proficiency in educational knowledge and the capacity to pass comprehensive exams, researchers 
have questioned whether this knowledge is translating to their proficiency in suicide intervention 
as school counselors. CACREP accredited programs teach about suicide within “Counseling and 
Helping Relationships,” Assessment and Testing (CACREP, 2015). The standards state that 
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CACREP accredited programs must include “suicide prevention models and strategies, crisis 
intervention, trauma-informed, and community-based strategies such as Psychological First Aid, 
and procedures for assessing the risk of aggression or danger to others, self-inflicted harm, or 
suicide into their counseling programs” (CACREP, 2015). 
 However, despite standards set by CACREP, many CACREP accredited counselors lack 
competency in suicide intervention. Morris and Minton (2012) studied 193 professional 
counselors, two thirds of whom have graduated from CACREP-accredited programs. Results 
showed that 67% of these counselors indicated no crisis preparation course in their curriculum, 
and upon graduation, rated their self-efficacy as merely adequate in assessing for suicide (Morris 
& Minton, 2012). Morris and Minton’s study has shown that out of 193 professional counselors 
who had completed their counseling degree within two years and who were currently employed, 
only 20.73% of participants reported completing a crisis intervention course (Morris & Minton, 
2012). 
Explanations for the substandard results in self-efficacy vary. For example, according to 
Gallo et al. (2019), “CACREP (2015) does not provide guidelines on how to deliver suicide 
intervention, resulting in a lack of consistency and no clear indication of best practices (p. 5).” 
On the other hand, Kirchberg and Neimeyer (1991) discovered that counselors new to the field 
felt uncomfortable working with suicidal clients. Kirchberg and Neimeyer thought that this level 
of discomfort was related to experience and training. From their correlation and multivariate 
study, Tang, Addison, LaSure‐Bryant, Norman, O'Connell, & Stewart‐Sicking (2011) found that 
length of internship hours and prior related work experience were positively correlated with 
counseling self‐efficacy. However, Tang et al. (2011) also found that differences in counseling 
anxiety, affection adjustment, and assessment disappeared when comparing students in CACREP 
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accredited programs to students in non-CACREP accredited programs. In summary, school 
counselors appear to need continuing education and training opportunities beyond their graduate 
education to enhance their self-efficacy with suicide intervention. To address these professional 
shortcomings, several researchers recommend recommends that experiential training in suicide 
intervention supplement didactic education for professional counselors (Schmitz, Allen, 
Feldman, Gutin, Jahn, Kleespies, Quinnett, & Simpson, 2012). 
CACREP states that counseling students must be adequately trained in suicide 
assessment and intervention. In the United States, there are currently 264 CACREP-accredited 
school counseling master’s level programs (CACREP, 2019). CACREP is an independent 
agency responsible for implementing preparation standards for the counseling profession’s 
graduate-level programs (Hollis & Dobson, 2001). CACREP was created as an affiliate of the 
American Counseling Association. CACREP’s accreditation indicates to the public that the 
counseling program is fulfilling its commitment to educational quality (CACREP, 2015).  
 In 2009, CACREP adopted new standards that address suicide assessment and 
intervention. Under section D (Skills/Practices) it stated that counselors “use systems theories to 
implement treatment, planning, and intervention strategies” (CACREP, 2009) and “demonstrate 
the ability to use procedures for assessing and managing suicide risk” (CACREP, 2009). In 2016, 
CACREP standards were written with the intent to promote a unified counseling profession. 
Requirements are meant to ensure that students graduate with a strong professional counselor 
identity and with opportunities for specialization in one or more areas (CACREP, 2015). 
CACREP standards require that graduates demonstrate both knowledge and skill across the 
curriculum as well as professional dispositions. Recent studies report that school counselors’ 
have minimal or no training in suicide assessment (Morris & Minton, 2012). These statistics are 
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alarming, considering the role that school counselors’ beliefs in their capabilities play in the 
decisions they make when counseling someone (Larson & Daniels, 1998). It is important for 
counseling graduate students in either CACREP-accredited programs or non-CACREP-
accredited programs to receive education and training on suicide assessment and intervention. 
The 2016 CACREP standards are organized into six sections which are outlined below: 
1. Section 1. The learning environment includes standards pertaining to the institution, 
the academic unit, and program faculty and staff (CACREP, 2015). 
2. Section 2. Professional Counseling Identity includes foundational standards and the 
counseling curriculum, comprising the eight required core content areas (CACREP, 
2015). 
3. Section 3. Professional practice refers to standards required for entry-level practice, 
practicum, internship, supervisor qualifications, and practicum and internship course 
loads. (CACREP, 2015). 
4. Section 4. Section 4. Evaluation in the program provides standards relevant to the 
evaluation of the program, assessment of students, and evaluation of faculty and site 
supervisors. (CACREP, 2015). 
5. Section 5. Entry-Level Specialty Areas provides standards relevant to specialty areas 
offered by the program. These include addictions, career, clinical mental health, 
clinical rehabilitation, college counseling, marriage counseling, family counseling, 
and school counseling (CACREP, 2015).  
There are currently 327 master level school counseling programs in the United States. 
Out of the 327-master level school counseling programs in the United States, 264 are accredited 
CACREP school counseling master level programs, 17 are in process of seeking accreditation, 
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and 46 are no longer accredited through CACREP. There are currently 11 master’s level 
CACREP school counseling programs in the state of Louisiana as of 2019. Since school 
counselors are employed in most schools across the country, it is imperative that school 
counselors have the knowledge and skills to implement suicide intervention with fidelity 
effectively. More importantly, having training in suicide risk assessment will help school 
counselors increase their self-efficacy.  
Since the Council for the Accreditation of Counseling and Related Educational Programs 
incorporated standards of risk assessments into their 2009 revision, school counselors graduating 
after 2009 will have more knowledge and experience with risk assessments (CACREP, 2009). 
School counselors are often on the front lines of identifying students at risk for emotional issues 
and possible suicidal ideation. The American School Counselor Association and the American 
Counseling Association lists the primary responsibility of counselors as an obligation to respect 
the dignity and promote the welfare of clients (ACA, 2014; ASCA, 2016). School counselors 
should be well-trained and confident in their abilities to assess for suicide. If counselor educators 
and supervisors understand what contributes to a school counselors’ confidence in their abilities 
to conduct suicide assessments, they may be more likely to incorporate this into their teaching 
and training of future school counselors. In 2009, the Council for Accreditation of Counseling 
and Related Educational Programs (CACREP) added suicide assessment into their standards to 
promote the importance of incorporating this subject into all counseling programs. Incorporating 
suicide prevention programs helps schools and school counselors more readily assist students 
who may be struggling emotionally and contemplating suicide. It is unclear how often school 
counselors conduct suicide assessments with their students.  
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Although CACREP identifies suicide assessment for counselors within its standards, little 
research has been conducted regarding how to prepare school counselors, and therefore, it is 
unclear how well they are being trained (Barrio Minton & Pease Carter, 2011). In addition, not 
all school counseling programs are accredited through CACREP and therefore may not include 
suicide assessment training in their programs. It is also uncertain if school counselors feel they 
can recognize students who may be at risk for suicide (King, Price, Telljohann, & Wahl, 1999). 
One study that has examined school counselor’s perceptions of their ability to effectively 
conduct suicide assessments found only 38% of the participants believed they could identify a 
student at risk for suicide (King et al., 1999). In order to effectively conduct a suicide risk 
assessment, school counselors must receive education and training that prepares school 
counselors on crisis intervention.  
School Counselor Self-Efficacy with Risk Assessments 
The term self-efficacy was coined by the psychologist Albert Bandura (1977). The term 
self-efficacy is the personal judgment of how well one can execute courses of action required to 
deal with prospective situations. Bandura (1986) asserted, “Among the types of thoughts that 
affect action, none is more central or pervasive than people’s judgment of their capabilities to 
deal effectively with different realities” (p.21). Larson and Daniels (1998) provide a definition of 
counselor self-efficacy “as one’s belief or judgments about her or his capabilities to effectively 
counsel a client in the near future” (p.180). Individuals who have high self-efficacy will exert 
enough effort that if well-executed leads to successful outcomes, whereas those with low self-
efficacy are likely to cease effort early and fail.  
According to Bandura, self-efficacy is concerned with people’s beliefs in their 
capabilities to demonstrate skills and or behaviors (Bandura, 1997). Bandura (1997) believes 
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there are four core factors affecting self-efficacy: experiences, modeling, social persuasion, and 
physiological factors. Larson and Daniels (1998) believe counselor self-efficacy beliefs are the 
main factor of effective counseling sessions with clients. Larson and Daniels (1998) assert that 
counselor self-efficacy is the bridge between knowing how to counsel a client and counseling 
through effective actions.  
Bandura’s (1985) theory centers on how individuals’ confidence in their ability leads to a 
likeliness to engage in the desired behavior, a commitment to continue the behavior over time, 
and a willingness to persist even in times of difficulty or unknown outcomes. Bandura’s (1985) 
social learning theory states that if individual feels confident in their abilities, they are more 
likely to carry out a task and will persevere even in the face of challenges.  
Conceptual Framework 
The rationale and theoretical framework for this study are drawn from: 1) the perceptions 
of the school counselor’s role during crisis intervention; 2) the evolution of CACREP standards 
and the expectations of school counselors during crisis intervention as indicated by CACREP; 3) 
self-efficacy and social cognitive theory and social cognitive career theory; 4) CACREP’s 
education and training impact on school counselors self-efficacy during risk assessments.  
Bandura’s concept of self-efficacy provides the theoretical foundation for this research 
(Bandura, 1997). In addition to Bandura’s concept of self-efficacy, social cognitive theory and 
social cognitive career theory is also applied. Social cognitive career theory seeks to explain 
three interrelated aspects of career development (Lent, Brown, & Hackett, 2002). Social 
cognitive theory incorporates a variety of concepts such as interest, abilities, values, and 
environmental factors from earlier career development theories employing Albert Bandura’s 
general social cognitive theory as a unifying framework (Lent, 2005). Three intricately linked 
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variables self-efficacy, outcome expectations, and goals serve as the building blocks of social 
cognitive theory (Lent et al., 2002). Social cognitive theory has three models: interest model, 
choice model, and performance model. For this research, the performance model will be 
examined. The performance model is concerned with predicting and explaining two primary 
aspects of performance: the level of success that people attain in educational and occupational 
pursuits and the degree to which they persist in the face of obstacles. Performance involves both 
ability and motivation (Lent et al., 2002). The level of ability students and counselors with higher 
self-efficacy and more positive outcome expectations will be more likely to establish higher 
performance goals for themselves.  
This study employs Bandura’s (1985) theory of self-efficacy as the conceptual 
framework in which to analyze school counselors and risk assessment. Along the lines of 
Bandura’s (1985) theory, if school counselors do not have high self-efficacy in their suicide 
assessment abilities, it is possible the counselor will not engage in behaviors that would help 
identify students at risk, and therefore, deny at-risk students assistance. This situation violates a 
school counselor’s ethical standards (ASCA, 2016).  
Counselors have an obligation to seek out students who may be struggling and provide 
them with support. The consequences of not intervening in situations where students are at-risk 
could lead to severe harm or even death. Understanding what would prevent a counselor from 
actively seeking out students and conducting suicide risk assessments may inform counselor 
educators in their preparation of future school counselors. Bandura (1997) states that when 
individuals lack self-efficacy, they do not manage situations effectively. Perceived self-efficacy 
is not a measure of skills, but beliefs about what an individual can do under different sets of 
conditions with the skills they possess (Bandura, 1997).  
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Self-efficacy beliefs are constructed from four principal sources of information: enactive 
mastery experiences that serve as indicators of capability; vicarious experiences that alter 
efficacy beliefs through transmission of competencies and comparison with the attainments of 
others; verbal persuasion and allied types of social influences that one possesses certain 
capabilities; and physiological and affective states from which people partly judge their 
capableness, strength, and vulnerability to dysfunction (Bandura, 1997). If counselors believe in 
their skills related to the issues their clients are presenting, they are more likely to provide 
counseling that benefits their clients (Larson & Daniels, 1998).  
According to Bandura (1986), self-efficacy also affects thought patterns and stress related 
to one’s environment. Therefore, if a counselor has doubts regarding his or her abilities, they are 
less likely to confidently and competently assess their clients. According to Larson and Daniels 
(1998), if a counselor has higher self-efficacy and faces a challenge, he or she will view their 
anxiety as perplexing, but manageable, have positive self-serving thoughts, and set realistic goals 
to work through the challenge. According to Bandura (1997), it becomes instructive only through 
cognitive processing of efficacy information and through reflective thought. The overall 
implication is that counselors with higher self-efficacy will better meet the needs of their 
students who are suicidal. Preparation programs that specifically address suicide risk assessment 
and require an experiential component in their training have helped counseling students feel 
more confident in their abilities (Hoffman, Osborne, & West, 2013). 
Conclusion 
The purpose of this study is to address the need for practical and evidenced-based 
training in suicide intervention through existing accredited CACREP and non-CACREP 
counseling programs. This study examines the self-efficacy among practicing school counselors 
43 
as it relates to the effectiveness of their role during suicide intervention in which the school 
counselor completes a suicide risk assessment. This study may provide research that will 
incorporate better suicide intervention training for current CACREP and non-CACREP master’s 
level school counseling programs. This study may also encourage school counselors to seek 
additional training on suicide intervention that is evidenced-based postgraduate school.  
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CHAPTER THREE  
RESEARCH DESIGN 
Chapter three provides a discussion of the research design, the rationale for the research 
methods, the population, and sample of interest. Next, a discussion of reliability and validity 
measures and data collection procedures follows. Finally, a discussion of data analysis 
procedures and study limitations will conclude the chapter. This quantitative study will measure 
levels of self-efficacy for a sample of middle and high school counselors in the state of 
Louisiana. Participants will complete a demographic questionnaire and a Counselor Suicide 
Assessment Efficacy Survey (CSAES) to measure their self-efficacy as it relates to suicide 
assessment and intervention. 
 The scope of the CSAES survey, which features a psychometric test that measures self-
efficacy on cognitive processes, includes an analysis of a four-factor model that reflects three 
aspects of assessment and one intervention. Data from the four-factor model will measure: 1) 
General Suicide Assessment; 2) Assessment of Personal Characteristics; 3) Assessment of 
Suicide History; and 4) Suicide Intervention. The four-factor model will also examine the three 
levels of self-efficacy: 1) self-efficacy of suicide risk factors; 2) willingness to conduct suicide 
risk assessments; and 3) self-efficacy in being able to carry out the suicide risk assessment with 
their students. The results of the survey will be used to test the hypotheses and answer the 
research questions.  
Rationale for Research Design and Methodology 
This section of Chapter three provides a rationale for the research design and 
methodology for this study. This rationale includes brief discussions of worldviews, research 
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designs, and methodology as well as a presentation of the research questions and hypotheses that 
align with the method selected.  
According to Malterud (2001), “A researcher’s background and position will affect what 
they choose to investigate, the angle of investigation, the methods judged most adequate for this 
purpose, the findings considered most appropriate, and the framing and communication of 
conclusions” (p.483-484). A researcher’s background and position may also be collectively 
described as positionality, defined by Coglhan and Brydon-Miller (2014) as “a researcher’s 
position in relation to the social or political context of the study” (para. 1). Positionality shapes 
several aspects of the research, such as the construction of the questions, the problem orientation, 
and the selection of methods.  
Creswell and Creswell (2017) summarize that a researcher’s selection of research 
methods is guided by a strategy or plan that links methods to outcomes. In other words, along the 
lines of positionality, the researcher selects a method or methods which correspond to the 
position he or she takes regarding the collection of data. For instance, for quantitative methods, 
the researcher takes an objective position in how he or she seeks precise measurements in 
numerical form. Quantitative methods entail constructing closed ended questions to test 
hypotheses stemming from theories (Creswell & Creswell, 2017). On the other hand, for 
qualitative methods, the researcher takes a subjective position in which he or she seeks in-depth 
descriptions. Qualitative methods entail constructing open-ended questions (Creswell & Poth, 
2018). For mixed methods, the researcher would incorporate quantitative and qualitative 
methods to generate multiple forms of data (Creswell & Creswell, 2017). 
Returning to the subject of positionality, this research has taken an objective position that 
examined self-efficacy for the purposes of seeking evidence that will improve the education and 
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training of non-CACREP accredited and CACREP-accredited school counselors. This study 
focused on quantitatively measuring levels of self-efficacy for which the data may be used to 
give specific guidance to help non-CACREP accredited and CACREP accredited programs 
develop best practices for delivering suicide intervention training. As stated in Chapter one, this 
research study investigated these two research questions: 
1.   Do school counselors who graduated from CACREP accredited institutions after 2009 
report higher self-efficacy in conducting a suicide risk assessment than those who 
graduated from non-CACREP accredited institutions or CACREP accredited 
institutions prior to 2009 (CACREP, 2015)? 
2.   Do school counselors who purport to have high self-efficacy that have graduated from 
a CACREP accredited institution after 2009 and who have additional crisis 
intervention training able to better assess a student who is at suicidal risk (CACREP, 
2015)? 
To this end, the study used a CSAES survey to compare levels of self-efficacy in suicide 
assessment and intervention for CACREP and non-CACREP accredited school counselors. In 
selecting the appropriate research method for this study, qualitative methods and mixed methods 
were not relevant for three reasons. One, the study is not seeking to understand the perceptions or 
experiences school of counselors, an objective which requires a subjective position. 
 Two, qualitative methods yield results that are not intended to be generalized to a larger 
population. Such results would not align with the primary objective of this study, which is to 
generalize findings regarding the self-efficacy of CACREP and non-CACREP accredited middle 
and high school counselors for the population of school counselors in the state of Louisiana. 
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Third, because the study is not using a combination of open-ended and closed-ended questions, a 
mixed methods approach was also eliminated.  
This study used a self-efficacy instrument, the Counselor Suicide Assessment Efficacy 
Survey (CSAES) to quantitatively assess levels of self-efficacy of school counselors for suicide 
risk assessments and intervention. The CSAES was created by Douglas and Morris (2015). The 
researcher was granted permission by Dr. Douglas and Dr. Watcher Morris to use this survey in 
this study (see Appendix F). The CSAES was developed to assess the efficacy of individuals to 
perform critical behaviors during times of crisis.  
This scale measures the individual’s ability to access information and make decisions 
during crisis situations within the three areas of ambiguity, high stakes, and urgency. The study 
used correlational statistics to analyze degrees of association between self-efficacy, the 
dependent variable, with the following independent variables: 1) self-efficacy of suicide risk 
factors; 2) willingness to conduct suicide risk assessments; and 3) self-efficacy in being able to 
carry out the suicide risk assessment with their students.  
The research design also includes a cross-sectional examination of the sample of school 
counselors for the three independent variables for the sample characteristics obtained from 
demographic questionnaire (i.e., number of years of experience, type of school setting, graduate 
training, current professional development, and experiences conducting risk assessments). 
Population 
Approval from the Institutional Review Board at Xavier University of Louisiana was 
sought before recruiting participants. Practicing middle and high school counselors in the state of 




 were the population of interest for this 
current study. The type of study conducted, the type of data collected, the type of population 
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sampled, and the practicality of the sampling techniques determined the number of participants 
that were included in this study (McBride, 2020). In this study, the researcher aimed to obtain 
100 participants. If the researcher was unable to obtain 100 participants, 25 participants would be 
an acceptable number that represents the sample population. Ideally, participants would have 
included 100 middle and high school counselors who are actively practicing in the state of 
Louisiana. The researcher attempted to choose 100 participants at random from school 
counselors in the state of Louisiana who are members of the Louisiana Counseling Association 
(LCA) and who belong to the school counselor division of LCA called the Louisiana School 
Counselor Association (LSCA).  
With permission from the IRB at Xavier University of Louisiana, demographic 
questionnaires were e-mailed to the LCA to forward to practicing middle and high school 
counselors who belong to LSCA (see Appendix A).  Each school counselor was asked to answer 
questions that pertain to their role with assessing students at risk of suicide. Respondents of the 
survey were asked to forward the survey information to other colleagues who meet the study’s 
criteria.  
The participant recruiting materials included email notification requests. The first e-mail 
notification contained a notice of informed consent and a summary of the purpose of the study 
(see Appendix B). The e-mail also included a link to the anonymous survey questionnaire. The 
content of the first e-mail is in the Appendix. The second e-mail was sent to the LCA/LSCA 
division at the beginning of the second week of the survey response period as a second request to 
forward the survey questionnaire link to their members (see Appendix G). 
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Sample 
The sample consisted exclusively of school counselors in the state of Louisiana who are 
members of the Louisiana Counseling Association (LCA) and who belong to the school 
counselor division of LCA called the Louisiana School Counselor Association (LSCA). LSCA is 
the state division of the American School Counselor Association (ASCA) and the largest 
division of the Louisiana Counseling Association (LCA). Participants were asked to complete a 
demographic questionnaire with questions relating to number of years of experience, type of 
school setting, graduate training, current professional development, and experiences conducting 
risk assessments (see Appendix E).  Only school counselors working with students in grades 6 
through 12 were allowed to complete the survey.  
The researcher attempted to obtain a purposeful sample of 100 potential participants from 
this population. From the target of 100 potential participants, 68 agreed to participate. From this 
sample of 68 middle and high school counselors, 61 fully completed the demographic 
questionnaire, four partially completed the CSAES surveys, and the remaining four did not 
complete either the demographic questionnaire or the CSAES survey.  
Additionally, only 61 of the 68 participants fully completed the demographic 
questionnaire and CSAES survey.  Thus, the final samples for this study consist of 68 
participants who either partially or fully completed the demographic questionnaire (N=68) and 
61 participants who fully completed the CSAES survey (N=61).  The researcher used Qualtrics 
as a survey tool to disaggregate and disseminate the data. This study examined the differences 
between the two groups (CACREP versus non-CACREP) and the CSAES survey self-efficacy 
scale results for school counselors.  
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The results were used to identify other demographic variables such as years of 
experience, type of school setting, graduate training, current professional development, and 
experiences conducting suicide risk assessments.    
Instrumentation 
The researcher collected data using three procedures. First, the sample of school 
counselors received an invitation to participate in the study via email (see Appendix C). The 
invitation outlined the purpose of the study, criteria for the study, as well as state that the study is 
voluntary, and informed participants that their identity would be kept anonymous. Next, school 
counselors who have consented to participate received an online demographic questionnaire. The 
completed questionnaires were stored in an online storage system and were labeled with codes 
such as P1, P2, P3, (i.e., Participant 1, Participant 2, Participant 3, etc.) to maintain anonymity. 
Following the retrieval of the demographic information, the participants received an online 
CSAES survey by email which has been electronically linked to Qualtrics.  Data collected from 
the demographic questionnaire and the CSAES survey was stored on an external drive that was 
only accessible to the researcher.    
Reliability and Validity 
Participants were asked to complete an online demographic questionnaire and the CSAES 
survey. The Counselor Suicide Assessment Efficacy Survey or CSAES was created by Douglas 
and Morris (2015).  This survey has been verified as valid and reliable through the “Assessing 
Counselors’ Self-Efficacy in Suicide Assessment and Intervention” study conducted by Douglas 
and Morris (2015).  Factor analyses for the CSAES survey have produced high reliability 
coefficients which Douglas and Morris (2015), referring to Tinsley and Tinsley (1987), 
recognized as particularly important for a newly developed scale. 
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Validity refers to “whether you can draw meaningful and useful inferences from scores 
on the instrument” (Creswell & Creswell, 2017, p. 153). Validity also applies to the accuracy of 
the results of a study (McBride, 2020).  In this quantitative study, validity refers to whether the 
research study actually measures what it intends to measure and if the research outcomes truly 
represent what they claim to purport.  
One external threat to the validity of this study is with the sampling procedures including 
the “technology aptitude of participants, system incompatibilities (e.g. potential respondents 
cannot open the survey), and institutional gatekeeping policies that recognize the survey as 
spam)” (Privitera, 2020, p. 129). Bias may effect research outcomes as a result of the researcher 
recruiting study participants.  An additional external threat to the validity in this study is whether 
the study findings would be representative of the target population of all school counselors in 
Louisiana. The means of contacting the participants via the Louisiana Counseling Association 
directory may affect the sample size obtained for this study. Thus, it can be difficult to generalize 
sample results to a larger population because there is a possibility that the sample is 
representative of only the overrepresented groups in the study (McBride, 2020).  
Although online surveys can be cost effective, the use of a computer-based survey does 
present issues with computing access and experience of the computer users. In addition, 
participants may provide socially desirable responses to present themselves in a more positive 
light or they may alter their responses because they are aware their responses are being recorded 
(McBride, 2020). An additional threat to the validity of this study is that an online survey 
participant can choose not to complete the study, reducing the representativeness of the sample 
or self-select to participate in the study. Thus, the researcher is constrained to rely on voluntarily 
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participation which can limit the range of responses and reduce broad application of study 
findings (McBride, 2020). 
Internal threats to the validity of the study refers to the degree to which a study provides 
causal information about behavior (McBride, 2020). According to McBride (2020), “A study 
with good internal validity provides a good test of a causal relationship by removing alternate 
explanations of the data” (p.196). This study featured a non-experimental design, a research 
design which is subject to low internal validity (McBride, 2020). Another threat to internal 
validity in this study is extraneous variables that may compete with the independent variable in 
explaining the outcomes of a study. Regression towards the mean occurs when some 
participants’ scores are higher or lower than their personal average (McBride, 2020). Group 
differences can occur in this study due to the participant groups that are not equated on 
characteristics; this situation may affect the data by creating extraneous variability (McBride, 
2020).  
According to McBride (2020), “Standard error is the estimate of sampling error that is 
determined from the standard deviation of the distribution of sample means” (p. 240). Type 1 or 
Type 2 errors occur in hypothesis testing procedures. A decision about the null hypothesis is 
based on how unlikely the sample mean in the distribution of sample means would exist when 
the null hypothesis is true (McBride, 2020).  
A Type I error is a “false positive” finding and a Type II error is a “false negative” 
finding (Privitera, 2020). A statistical conclusion validity threat may arise from researchers 
drawing inaccurate results from the data because of inadequate statistical power or the violation 
of statistical assumptions (Creswell & Creswell, 2017). Another threat to validity may occur due 
to an inadequate sample size (Privitera, 2020). Additionally, an inappropriate research design 
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may create statistical conclusion validity threats (Drost, 2011).  For this study, a correlation 
coefficient was used to provide statistical control of individual variations that is not explained by 
two factors (Privitera, 2020). 
Data Collection and Procedures 
The researcher collected data using three procedures. First, a sample of school counselors 
received an invitation to participate in the study via email and a survey link. The invitation 
outlined the purpose of the study, criteria for the study, as well as state that the study is 
voluntary, and the identity of the participants would be kept anonymous. Next, school counselors 
who have consented to participate received an online CSAES demographic questionnaire. The 
completed questionnaires were stored in Qualtrics and were labeled with codes such as P1, P2, 
P3, (i.e., Participant 1, Participant 2, Participant 3, etc.) to maintain anonymity. Following the 
retrieval of the demographic information, the participants received an online CSAES survey 
through Qualtrics which has been electronically linked and assigned to the coded questionnaires. 
Data collected from the demographic questionnaire and the CSAES survey were stored on an 
external drive that only the researcher had access to.  
Data Analysis Procedures 
This non-experimental cross-sectional study utilized descriptive statistics and 
correlational matrices to test the hypothesis to answer the research questions. Demographic 
variables were organized in order of importance. School counselors’ scores on the CSAES 
instrument served as the dependent variable. The demographic information provided served as 
independent variables. CACREP was factored into the data analysis as an independent variable. 
SPSS 26 software was used to perform the hierarchical regression analysis. The researcher 
examined the relationship between scores on the CSAES while controlling for different 
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independent variables. Correlational matrices provided information regarding any correlations 
that existed between variables.  
Delimitations/Limitations 
Participants answered the surveys honestly, as they can do so anonymously. It is also 
assumed that a portion of the population surveyed would have participated in at least one crisis 
surrounding suicide in the school setting. This study was limited to middle and high school 
counselors who are in the state of Louisiana.  Drawing participants from school counselors that 
are members of the LCA division of LSCA is a delimitation of the study.  
School counselors in the Louisiana School Counseling Association (LSCA) may increase 
the generalizability of results to other state branches of the American School Counseling 
Association (ASCA). Other mental health providers such as psychologists and social workers, 
and mental health providers in other states who may have conducted suicide risk assessments 
were not included in this study. The research findings were based on the self-reports of school 
counselors in Louisiana regarding their role and perception of their performance during crisis 
intervention with youth suicide risk assessments. Subjects in this study presented themselves as 
being more self-efficacious than they actually are and potentially lack objectivity.   
Potential bias of this study is possible when using an internet or any sample, including a 
survey, sampling bias, and nonresponsive bias. During the research phase of this study, the state 
of Louisiana experienced the COVID-19 pandemic which was announced on March 9, 2020 
(Office of the Governor, 2020).  There were cases of COVID-19 in all 64 parishes by start of this 
research (May 11, 2020) (Caddo Parish, 2020).  Louisiana Governor John Bel Edwards 
implemented restrictions on most businesses in the state of Louisiana and closed schools 
statewide on March 16, 2020.  This research study was impacted due to the enacted stay at home 
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order that was implemented on March 23, 2020 by Governor Edwards thus limiting participants 
in this study.  Due to school counselors not being allowed to work during the pandemic, it is 
uncertain the number of potential participants who may have received the survey but were unable 




CHAPTER FOUR  
FINDINGS OF THE STUDY 
  This chapter focuses on the findings from data collected that examined the self-efficacy 
of school counselors in relation to CACREP or non-CACREP graduate level training.  The 
chapter begins with a brief discussion of the targeted population, the final samples used in the 
study, and a discussion of the data collection process.  Next, the chapter proceeds with the 
following:1) a discussion of the descriptive results of the demographic questionnaire; 2) a 
discussion of the descriptive results for the CSAES Survey; and 3) Primary analyses for the 
Demographic Questionnaire and the CSAES Survey. 
Description of Sample and Participants 
The target population for this study consisted of middle and high school counselors in the 
state of Louisiana who work with students from grades 6-12. The researcher attempted to obtain 
a purposeful sample of 100 potential participants from this population. From the target of 100 
participants, 68 agreed to participate. From this sample of 68 middle and high school counselors, 
61 fully completed the demographic questionnaire, four partially completed the CSAES surveys, 
and the remaining four did not complete either the demographic questionnaire or the CSAES 
survey. Additionally, only 61 of the 68 participants fully completed the demographic 
questionnaire and CSAES survey.  Thus, the final samples for this study consist of 68 
participants who either partially or fully completed the demographic questionnaire (N=68) and 
61 participants who fully completed the CSAES survey (N=61).  Table 1 details the descriptive 
statistics from the demographic questionnaire and the CSAES survey. 
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Electronic contact was made to the Louisiana Counseling Association (LCA) on May 11, 
2020 and again on May 18, 2020.  The LCA director forwarded the demographic questionnaire 
and CSAES survey to current members of LCA.  The researcher also made direct contact with 
supervisors of school counselors in several school districts throughout the state of Louisiana to 
request that they forward the demographic questionnaire and the CSAES survey to school 
counselors within their school district (see Appendix G).  Participants began completing the 
questionnaire on May 11, 2020.  The last completed survey was recorded on June 16, 2020.  All 
data were collected with Qualtrics and converted into databases for the Statistics Package for 
Social Science (SPSS, Version 26). In the following section, Figure 1.0 and Tables 1.1 to 1.9 
present participants’ responses to questions from the demographic questionnaire. 
Figure 1.0 presents participants’ responses to Question 1, “How many years have you 
worked as a school counselor?”  Sixty-four participants answered this question. The responses 




Figure 1. Years of Service 
Table 1.1 presents participants’ response to Demographic Question 2, “Are you a 
member of the school’s crisis team?” From the 64 participants, 83% reported that they are on 
their school’s crisis team. This relatively high number of school counselors reporting that they 
are on the school’s crisis team demonstrates the importance of their roles as frontline 
professionals in suicide awareness and prevention.   
Table 1. Count Data Demographic Ques. 2 
Are you a member of your schools’ crisis team? 
 N % 
Yes 57 83.8% 
No 7 10.3% 
Missing System 4 5.9% 
Total 68 100.0% 
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Table 1 presents participants’ responses to Demographic Question 3, “Did you graduate 
from a CACREP program prior to 2009?”  Out of 64 participants, nearly 56% stated that they 
had not graduated from a CACREP program prior to 2009. This finding indicated that for over 
half of the participants, there was the prospect that the new standards for suicide assessment and 
intervention adopted by CACREP in 2009 revised guidelines may be applicable. 
Table 2. Count Data Demographic Ques. 3 
Did you graduate from a CACREP program prior to 2009? 
 N % 
Yes 22 32.4% 
No 38 55.9% 
Not Sure 4 5.9% 
Missing System 4 5.9% 
Total 68 100.0% 
 
Table 3 presents participants’ responses to Demographic Question 4, “Did you graduate 
from a CACREP program in 2009 or beyond 2009?” This question elicited more specific 
information about the proportion of individuals in for whom the 2009 CACREP standards would 
apply. The findings indicate that slightly over 32% of the participants graduated from a 
CACREP program in 2009 or beyond 2009, suggesting that the CACREP standards apply to a 
small subsection of the sample in comparison to the remaining subsection of the sample. In the 
next section, Demographic Question 5 provides a closer look at this proportion of participants 
regarding whether they are graduates of CACREP or non-CACREP programs.  
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Table 3. Count Data Demographic Ques.4 
Did you graduate from a CACREP program in 2009 or beyond 2009? 
 N % 
Yes  22 32.4% 
No 39 57.4% 
Not Sure 3 4.4% 
Missing System 4 5.9% 
Total 68 100.0% 
 
Table 4 presents participants’ responses to Demographic Question 5, “Did you graduate 
from a non-CACREP accredited program?” Nearly 58% of the participants responded no.  This 
finding indicated that a greater number of participants graduated from a CACREP program than 
a non-CACREP program.  However, nearly 28% responded that they were not sure and/or did 
not enter a response, suggesting that participants did not take note of their program’s 
accreditation and/or accreditation was not an important program credential for participants. 
Table 4. Count Data Demographic Ques.5 
Did you graduate from a NON-CACREP program? 
 N % 
Yes 17 25.0% 
No 39 57.4% 
Not sure 8 11.8% 
Missing System 4 5.9% 
Total 68 100.0% 
 
Table 5 presents the participants’ responses to Demographic Question 6, “Did your 
graduate training include training on suicide risk assessments?” Of the 64 participants who 
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responded, nearly 58% replied that their graduate training included training on suicide risk 
assessments.   
Table 5. Count Data Demographic Ques. 6 
Did your graduate training include training on suicide risk assessments? 
 N % 
Yes 39 57.4% 
No 25 36.8% 
Missing System 4 5.9% 
Total 68 100.0% 
 
Table 6 presents participants response to Demographic Question 7, “What is the grade 
level(s) of the students you serve?” It is important to note that participants were given the option 
to select more than one grade level as applicable. Thus, the frequency of responses is greater than 
100 percent. 
Table 6. Grade levels-school counselors 
    Frequency Percent Valid Percent Cumulative Percent 
Valid 6th 29 14.3 14.3 14.3 
7th 26 12.8 12.8 27.1 
8th 27 13.3 13.3 40.4 
9th 28 13.8 13.8 54.2 
10th 28 13.8 13.8 68.0 
11th 24 11.8 11.8 79.8 
12th 24 11.8 11.8 91.6 
Other 17 8.4 8.4 100.0 
 Total 203 100.0 100.0  
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Table 7 presents participants’ responses to Demographic Question 8, “As a school 
counselor, do you receive annual Professional Development on suicide risk assessment training 
within your district?” Slightly over 72% responded yes. This finding indicates that most school 
counselors are taking advantage of opportunities to learn or enhance their knowledge of suicide 
risk assessments.  
Table 7. Demographic Ques. 8 Professional Development 
As a school counselor do you receive annual Professional Development on 
suicide risk assessment training within your school district?  
 N % 
Yes 49 72.1% 
No 10 14.7% 
Other 5 7.4% 
Missing System 4 5.9% 
Total 68 100.0% 
 
Table 8 presents participants’ involvement in response to Demographic Question 9, the 
final question of the questionnaire, “Do you have experience administering suicide risk 
assessments in the school setting?” Nearly 90% responded yes. This finding indicates that school 
counselors are using their training and education to reach suicidal youth. The next section 
presents findings from the CSAES survey which analyzes school counselor efficacy in 
conducting these suicide risk assessments.  
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Table 8. Demographic Ques.9 
Do you have experience administering suicide risk 
assessments in the school setting? 
 N % 
Yes  61 89.7% 
No 3 4.4% 
Missing System 4 5.9% 
Total 68 100.0% 
 
Counselor Suicide Assessment Efficacy Survey (CSAES) Results 
This section presents the results for the CSAES survey.  For each of the 25 questions, a 
bar graph displays the participants’ responses to five levels of confidence: not confident, slightly 
confident, moderately confident, generally confident, and highly confident (see Appendix D for 
the list of 25 CSAES questions). Cases in which a level is not displayed in the bar graph indicate 
that there were no entries for that level. To analyze the results for possible patterns in responses, 
the CSAES survey questions were organized into groups using the three independent variables 
discussed in the Overview of Methodology section. These groups are outlined as the following: 
Group 1: Willingness to conduct suicide risk assessments; Group 2: Self-efficacy of suicide risk 
factors; and, Group 3: Self-efficacy in being able to carry out the suicide risk assessment with 
their students. 
Group 1, Willingness to conduct suicide risk assessments, includes the following CSAES 
survey questions: 
1. I can effectively inquire if a student has had thoughts of killing oneself.  
2. I can effectively assess hopelessness.  
3. I can effectively assess whether a student has the means to carry out a suicide plan.  
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4. I can effectively assess whether a student has a suicide plan.  
5. I can effectively counsel a student who has had a history of making suicide threats but 
had made no attempts.  
6. I can effectively counsel a student who has previously attempted suicide. 
7. I am able to assess a student’s level of risk for a suicide attempt. 
8. I am able to help prevent a suicide attempt. 
 
Figure 2. CSAES Question 1 Group 1 
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Figure 3. CSAES Question 2 Group 1 
 
Figure 4. CSAES Question 3 Group 1 
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Figure 5. CSAES Question 4 Group 1 
 
Figure 6. CSAES Question 5 Group 1 
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Figure 7. CSAES Question 6 Group 1 
 
Figure 8. CSAES Question 7 Group 1 
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Figure 9. CSAES Question 8 Group 1 
Group 1 responses represent counselor’s level of willingness to conduct suicide risk 
assessments.  The purpose of the CSAES scale is to measure counselors’ level of self-efficacy 
specific to suicide assessment and intervention.  Based on these findings, the CSAES results 
show both structural aspects of validity and sensitivity to detect differing levels of self-efficacy 
in relation to the five levels of confidence.      
Group 2, Self-efficacy of suicide risk assessments, includes the following questions: 
9. I can effectively ask a student about his or her drug or alcohol abuse. 
10. I can effectively ask a student about his or her history of sexual abuse.  
11. I can effectively ask a student about his or history of mental illness. 
12. I can effectively ask a student whether he or she has low self-esteem. 
13. I can effectively ask a student if he or she has withdrawn from relationships.  
14. I can effectively assess a student’s acceptance of sexuality. 
15. I can effectively talk with a student about his or her hygiene. 
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16. I can effectively talk with a student his or her writing about death.  
17. I can appropriately inquire whether a student has been a victim of abuse. 
 
 
Figure 10. CSAES Question 9 Group 2 
 
Figure 11. CSAES Question 10 Group 2 
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Figure 12. CSAES Question 11 Group 2 
 
Figure 13. CSAES Question 12 Group 2 
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Figure 14. CSAES Question 13 Group 2 
 
Figure 15. CSAES Question 14 Group 2 
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Figure 16. CSAES Question 15 Group 2 
 
Figure 17. CSAES Question 16 Group 2 
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Figure 18. CSAES Question 17 Group 2 
Group 2 responses indicate the self-efficacy of suicide risk factors reported by counselors 
during suicide risk assessments.  Risk factors may be underlining issues that may provoke an 
individual to threaten to self-harm or to contemplate suicide.  Counselor’s need to take 
appropriate action to ask more personal questions related to current risk factors or warning signs 
for suicide intervention (Douglas & Watcher Morris, 2015).  In order to build suicide assessment 
self-efficacy, it may be important for counselor education programs to target the factor or factors 
that counselors in training feel less comfortable with to practice (Bandura, 1986, Douglas & 
Watcher Morris, 2015) 
Group 3, Self-efficacy in being able to carry out the suicide risk assessment with 
their students, includes the following questions: 
18. I can effectively ask a student about his or her previous suicide attempts. 
19. I can effectively ask a student about his or her personal history of self-harming 
behavior. 
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20. I can effectively ask a student about his or her family history of suicide. 
21. I know the point at which to break confidentiality. 
22. I am appropriately able to intervene if a student reports suicidal thoughts, but I 
do not believe him or her.  
23. I am appropriately able to intervene if a student denies suicidal thoughts, but I 
do not believe him or her. 
24. I can appropriately take action if I determine that a student is moderately at risk 
for suicide. 
25. I can appropriately intervene if a student if a student is at imminent risk for 
suicide. 
 
Figure 19. CSAES Question 18 Group 3 
75 
 
Figure 20. CSAES Question 19 Group 3 
 
Figure 21. CSAES Question 20 Group 3 
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Figure 22. CSAES Question 21 Group 3 
 
Figure 23. CSAES Question 22 Group 3 
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Figure 24. CSAES Question 23 Group 3 
 
Figure 25. CSAES Question 24 Group 3 
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Figure 26. CSAES Question 25 Group 3 
Group 3 demonstrates the confidence levels of school counselors’ abilities to carry 
out a suicide risk assessment with their students.  Figure 26 displays that most school 
counselors were moderately to highly confident in their capabilities to carry out a suicide 
risk assessment.  It is essential that all school counselors be prepared and trained in this 
capacity of suicide intervention.  
Primary Analysis 
The statistical analysis in this section includes the results of the demographic 
questionnaire and participants’ responses from the CSAES scale. Correlational analyses and 
factor analyses were used to answer Questions 1 and 2, respectively: 
1. Do school counselors who graduated from CACREP accredited institutions after 
2009 report higher self-efficacy in conducting a suicide risk assessment than those 
who graduated from non-CACREP accredited institutions or  
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2. CACREP accredited institutions prior to 2009 (CACREP, 2015)? 
2.    Do school counselors who purport to have high self-efficacy that have graduated 
from a CACREP accredited institution after 2009 and who have additional crisis 
intervention training able to better assess a student who is at suicidal risk (CACREP, 
2015)? 
This section presents the findings for Question 1. To examine statistical relationships 
between school counselors who graduated from a CACREP accredited institution in 2009 or 
beyond and their levels of self-efficacy, correlational statistics were used to analyze the degrees 
of association between the dependent variable, self-efficacy, and the independent variable, 
CACREP accreditation.  The following questions from the demographic questionnaire were used 
in the correlational analysis:  a) Demographic Question 4, “Did you graduate from a CACREP 
program in 2009 or beyond 2009?” and b) Demographic Question 5, “Did you graduate from a 
non-CACREP program?” There was a significant positive relationship amongst school 
counselors who have graduate training in suicide crisis intervention and CACREP accreditation.  
Furthermore, for participants who graduated from non-CACREP accredited institutions and 
reported high levels of self-efficacy, the following variables were strongly correlated with high 
self-efficacy: 1) having years of experience administering suicide risk assessments; 2) being 
active on the school’s crisis team;  3) having received suicide risk intervention training in their 
graduate program (i.e., prior to the implementation of the new CACREP standards on suicide 
crisis intervention in 2009 and beyond); and 4) experience with administering suicide risk 
assessments in the school setting.  Figures 4.0 -4.4 present graphical results of Demographic 
Questionnaire questions 1, 2, 6, 8, and 9 (DQ1, DQ2, DQ6, DQ8, and DQ9, respectively). A 
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complete table of the descriptive statistics of the responses to these questions from the 
participants (n=68) is located in Appendix I. 
  
 






Figure 28. Demographic Question 2 
 

































Received graduate training on suicide risk assessments 
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Figure 30. Demographic Question 8 
 




















Received annual professional development on suicide risk assessment training 
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As a result of these findings from the correlational analyses, the researcher failed to reject 
the null hypothesis regarding Question 1: 
H0A: There is no significant difference in the self-efficacy of counselors who 
graduated from CACREP accredited institutions after 2009 when compared to those 
who graduated from non-CACREP programs and CACREP accredited programs 
prior to 2009.   
In summary, there is no statistical difference when comparing participants who graduated 
from CACREP or non-CACREP accredited institutions before or after 2009 when it comes to 
self-efficacy. The findings further indicate that suicide intervention training in graduate school 
was a significant predictor of higher self-efficacy among participants. However, variables such 
as professional development and trainings on suicide intervention/risk assessments may also 
contribute to higher levels of self-efficacy within an individual’s abilities to effectively intervene 
in suicide intervention.   
This section presents the findings for Question 2. A four-factor model was used to 
analyze the participants’ responses from the CSAES scale. Factor 1 is a general suicide 
assessment which measures questions 1 through 7.  Factor 2 is an assessment of personal 
characteristics and measures questions 8 through 17.  Factor 3 is an assessment of suicide history 
which includes questions 18 through 20.  Lastly, factor 4 is an assessment of suicide intervention 
and measures questions 15, 16, 17, and 22.  The mean of the scores were calculated by using 
SPSS and used to measure the self-efficacy of school counselors across all factors.  The range of 
scores across all factors was 2.4-5.0. Means were assigned the following levels of self- efficacy: 
1) means greater than 4 indicate a high level of self-efficacy; 2) means between 3 and 4 indicate 
a moderate level of self-efficacy; and 3) means less than 3 indicate a low level of self-efficacy.   
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The results indicated that out of the 32.4% of participants who reported that they had 
graduated from a CACREP accredited institution in 2009 or beyond, 12 participants reported 
having high self-efficacy across all four factors, 8 reported a moderate level of self-efficacy, and 
3 reported low self-efficacy. In comparison, participants who reported that they had not 
graduated from CACREP institutions in 2009 or beyond also had high rates of self-efficacy. For 
participants who graduated from non-CACREP accredited programs, 18 participants reported 
having high self-efficacy, 15 participants had measurements which indicated moderate self-
efficacy, and 1 participant reported low self-efficacy across all four factors. When comparing the 
four factors, Factor 4, the assessment of suicide intervention, consistently yielded scores in 
which participants indicated levels of self-efficacy greater than 4.  For a closer look at this 
situation, this section highlights the four questions from the CSAES scale used in the Factor 4 
analysis:  
Q15: I know the point at which I need to break confidentiality. 
Q16: I am able to appropriately intervene if a student reports suicidal thoughts, but 
I do not believe him or her. 
Q17: I am able to intervene appropriately if a student denies suicidal thoughts, but I 
do not believe him or her. 
Q21: I can appropriately take action if I determine a student is moderately at risk 
for suicide. 
Q22: I can appropriately intervene if a student is at imminent risk for suicide.    
The results for Factor 4 analysis indicated that 16 school counselors who graduated from 
CACREP accredited graduate programs from 2009 and beyond had means of 4.0-5.0 which 
indicated a higher level of self-efficacy.  There were 33 school counselors who graduated from 
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non-CACREP graduate programs who also had means of 4.0-5.0. As a result of these findings, 
the researcher failed to reject the null hypothesis regarding Question 2: 
H0B: There is no significance in the self-efficacy of counselors who graduated from 
CACREP accredited institutions after 2009 and have received crisis intervention 
training when compared to school counselors who graduated from non-CACREP 
accredited institutions with no crisis intervention training or graduated from 
CACREP accredited institutions prior to 2009.  
In summary, accreditation (or lack thereof) does not appear to factor into the self-efficacy 
of school counselors when it comes to performing suicide intervention. The final chapter will 
discuss the following: 1) a summary of findings for this study; 2) school counselor self-efficacy 
for providing suicide interventions; 3) recommendations for counselor educators; 4) 













CHAPTER FIVE  
DISCUSSION 
The purpose of this study was to examine the relationship between CACREP education 
training in suicide intervention and school counselor self-efficacy in conducting suicide risk 
assessments.  Additionally, this study examined other variables (e.g., years of experience as a 
school counselor, suicide intervention training in graduate school, participation in professional 
development, and experience conducting suicide risk assessments) to examine which of these 
variables were predictive of a school counselor’s self-efficacy for providing suicide intervention 
as they relate to efficacy expectations (Bandura, 1977).  Professional school counselors are 
accountable for supporting a safe school environment and implementing crisis intervention 
measures whenever necessary (ASCA, 2016).  The literature states that self-efficacy is a major 
determining factor of effective counseling (Larson & Daniels, 1998).   
This chapter was divided into five sections to provide an overview of the study, analysis 
of the findings, recommendations, implications for future practice and research, and the 
conclusion.  The findings of this study are the initial steps in filling the gap in knowledge of what 
we know about school counselor graduate training in crisis intervention and the self-efficacy a 
school counselor has in his or her abilities to effectively intervene when a student is suicidal.   
Results from this study indicated that school counselors who have graduated from 
CACREP and non-CACREP counseling programs report a high level of self-efficacy regarding 
counseling crisis intervention skills.  The results demonstrate that suicide intervention training in 
graduate school was a significant predictor of higher self-efficacy among participants; however, 
other variables such as professional development and trainings on suicide intervention may also 
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present more self-confidence within an individual’s abilities to effectively intervene in suicide 
crisis intervention.  Several school counselors who did not graduate from CACREP 2009 or 
beyond reported that they still received suicide crisis intervention training in their graduate 
program.  Most of these participants’ responses indicated that they had a high level of self-
efficacy.  The results showing that suicide intervention training in graduate school was a 
significant predictor of improving self-efficacy and will be important for advancing counselor 
education forward.  Additionally, continuing education and training annually will also be 
important for school counselors to stay current on best practices, policies, and laws regarding 
crisis intervention.   
School Counselor Self-Efficacy for Providing Suicide Interventions 
The researcher used the Counselor Suicide Assessment Efficacy Survey (CSAES) to 
measure the self-efficacy of the school counselors in relation to suicide assessment and 
intervention.  The Council for the Accreditation of Counseling and Related Programs standards 
state that counseling students must be adequately trained in suicide assessment and intervention 
(CACREP, 2015).  To evaluate the degree to which school counselors are prepared, there is a 
need to measure self-efficacy specific to the tasks required in suicide assessment and 
intervention (Douglas and Morris, 2015).  The skills examined by the CSAES survey measure 
school counselors training level of self-efficacy specific to suicide assessment and intervention.  
The CSAES scores show both structural aspects of validity and sensitively to detect differing 
levels of self-efficacy (Douglas and Morris, 2015).  It was important to evaluate how confident 
school counselors are in using crisis intervention skills.  Bodenhorn and Skaggs (2005) state that 
an individual’s confidence that he or she can achieve certain results is a determining factor in 
how that individual will use certain skills and will result in a positive outcome.  The findings for 
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this study indicate that school counselor’s exhibit moderate to high levels of self-efficacy with 
providing suicide interventions.  This is finding corroborates the importance of school counselor 
training as a predictor of self-efficacy and, moreover, that graduate school training appears to be 
effective.       
Recommendations for Counselor Educators 
According to Bandura (1986), vicarious learning occurs when individuals observe 
another person managing a situation and can envision how to handle a similar situation on their 
own.  Modeling is an example of vicarious learning.  Self-efficacy of school counselors is 
enhanced through early engagement in crisis intervention at the college graduate level along with 
yearly professional development.  Modeling on the job is another approach that was not explored 
in this study. This approach may have a direct impact on school counselors’ levels of self-
efficacy.  The results from this study demonstrate the significance of providing suicide training 
for school counselors in graduate school, thus aligning with the ASCA model and CACREP 
standards (ASCA, 2016, CACREP, 2015). It is recommended that education and training in 
crisis intervention continue with an emphasis on suicide risk assessment intervention.  Counselor 
educators should strongly encourage school counselors to follow best practices by continuing 
education in crisis intervention yearly through professional development, in-service trainings, or 
workshops to stay current and informed on policies and procedures on effective crisis 
intervention skills.  Counselor educators who work in graduate programs that are not CACREP 
accredited should implement crisis intervention with an emphasis on suicide risk assessment 
intervention.   
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Recommendations for School Counselors 
It is recommended that practicing school counselors and students majoring in school 
counselor programs advocate for the most up to date training in crisis intervention.  It is also 
recommended that school counselors provide data of how many risk assessments they are 
completing each year.  Maintaining current data can demonstrate the need for providing quality 
suicide education, therefore showing the need for training master’s level students and counselor 
educators.  An additional recommendation is to have school counselors with less than three 
years’ experience work closely with a school counselor or other qualified professional who has 
more than three years of experience with conducting suicide risk assessments.  This provides  
new school counselors an opportunity to model an experienced school counselor or qualified 
professional.  School counselors should provide in-service training to all school faculty to 
address the warning signs and risk factors of students who may be contemplating suicide.  
School counselors should engage with research-based programs that focus on current research on 
proper implementation of suicide intervention.   
Implications for Future Research 
There are several matters regarding the implementation of the demographic questionnaire 
and the CSAES survey that have implications for future research. These matters are related to 
improving the administration and the collection of data for questionnaire and survey. For 
example, to obtain a quantitative snapshot regarding school counselors’ experiences with 
conducting suicide risk assessments, one amendment to the demographic survey would require 
school counselors to indicate the number of suicide risk assessments they have conducted within 
the last year.  Another recommendation to prevent entry errors would be to provide survey 
participants with a drop-down list for their responses.  Regarding future research, questions for 
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the CSAES survey could investigate self-efficacy in more detail.  For example, variables such as 
race, age, and gender may be included to explore possible correlations with levels of self-
efficacy. Lastly, future research may include an examination of specific training received by 
counselors in their graduate programs or in other capacities to improve self-efficacy in the 
administration of suicide intervention.      
Conclusion 
Students are completing suicide at an alarming rate across the United States (CDC, 
2018).  The literature shows that students experiencing suicidal ideation are impacted 
emotionally, socially, personally, and academically (Rigby & Slee, 1999; Riesch, Jacobson, 
Sawdey, Anderson, & Henriques, 2008; Erickson & Abel, 2013; Robinson et al., 2013).  School 
counselors play an essential role in knowing how to assess a student who is displaying suicidal 
ideation.  Self-efficacy is a major determinant of effective counseling (Larson & Daniels, 1998).  
Therefore, it is imperative that counselor educators provide the necessary education to help 
enhance the skills and self-efficacy of student counselors.  For this study, the researcher was able 
to the CSAES survey to evaluate the level of self-efficacy among school counselors.  The data 
collected for this study may enhance the level of education and training necessary for future 





Adams, S. A. (2006). Does CACREP accreditation make a difference? A look at NCE results 
and answers. Journal of Professional Counseling: Practice, Theory, and Research, 34(1-
2), 60–76. https://doi.org/10.1080/15566382.2006.12033824 
Allen, M., Burt, K., Bryan, E., Carter, D., Orsi, R., & Durkin, L. (2002). School counselors’ 
preparation for and participation in crisis intervention. Professional School Counseling, 
6(2), 96–102. Retrieved from https://www.jstor.org/stable/42732398 
American Association of Suicidology. (2019a). About AAS. Retrieved November 27, 2019, from 
https://suicidology.org/ 
American Association of Suicidology. (2019b). Core competencies for the assessment and 
management of individuals at risk for suicide. Retrieved November 27, 2019 from 
https://suicidology.org/wp-content/uploads/2019/06/RRSR_Core_Competencies.pdf 
American Counseling Association. (2014). ACA code of ethics. Retrieved November 27, 2019, 
from https://www.counseling.org/resources/aca-code-of-ethics.pdf 
American Psychiatric Association. (2011). American Psychiatric Association practice guidelines. 
Retrieved November 27, 2019, from https://psychiatryonline.org/guidelines 
American School Counselor Association. (2014). About ASCA. Retrieved November 27, 2019, 
from https://www.schoolcounselor.org/school-counselors-members/about-asca-(1) 





American School Counselor Association. (2019a). ASCA mindsets & behaviors for student 
success. Retrieved from 
https://www.schoolcounselor.org/asca/media/asca/home/MindsetsBehaviors.pdf 
American School Counselor Association. (2019b). Closing the achievement gap specialist. 
Retrieved from https://schoolcounselor.org/school-counselors/professional-
development/asca-u-specialist-trainings/closing-the-achievement-gap-specialist 
American School Counselor Association. (2019c). Standards. Retrieved November 27, 2019 
from https://www.schoolcounselor.org/school-counselors/standards 
Aseltine, R. H., & DeMartino, R. (2004). An outcome evaluation of the SOS suicide prevention 
program. American Journal of Public Health, 94(3), 446–451. 
https://doi.org/10.2105/AJPH.94.3.446 
Bandura, A. (1977). Self-efficacy: Toward a unifying theory of behavioral change. 
Psychological Review, 84(2), 191–215. https://doi.org/10.1037/0033-295X.84.2.191 
Bandura, A. (1985). Model of causality in social learning theory. In S. Sukemune (Ed.), 
Advances in social learning theory: Bandura in Japan (pp. 81–99). Tokyo, Japan: 
Kaneko-Shoho.  
Bandura, A. (1986). The explanatory and predictive scope of self-efficacy theory. Journal of 
Clinical and Social Psychology, 4(3), 359–373. https://doi.org/10.1521/jscp.1986.4.3.359 
Bandura, A. (1995). Social foundations of thought and action: A social cognitive theory. 
Englewood Cliffs, NJ: Prentice Hall.  




Beck, A. T., Steer, R. A., & Ranieri, W. F. (1988). Scale for suicide ideation: Psychometric 
properties of a self-report version. Journal of Clinical Psychology, 44(4), 499–505. 
https://doi.org/10.1002/1097-4679(198807)44:4<499::aid-jclp2270440404>3.0.co;2-6 
Black, N. L. (2017). The impact of the impact of a suicide training program on master’s level 
counseling students’ level of perceived self-efficacy (Doctoral dissertation, Texas Tech 
University). Retrieved from https://ttu-ir.tdl.org/bitstream/handle/2346/72742/BLACK-
DISSERTATION-2017.pdf?sequence=1 
Bodenhorn, N. & Skaggs, G. (2005). Development of the school counselor self-efficacy scale. 
Measurement and Evaluation in Counseling and Development, 38(1), 14-28. 
Brammer, L. M. (1985). The helping relationship: Process and skills. New Jersey, NJ: Prentice-
Hall. 
Breland, M. E., Brody, P., Hunter-Ebeling, J., O’Shea, J. A., & Ronk, P. (1993). A suicide 
prevention program manual. In J. J. Cohen & M. C. Fish (Eds.), Handbook of school-
based interventions: Resolving student problems and promoting healthy educational 
environments (pp. 277–279). San Francisco, CA: Jossey-Bass. 
Brown, C. H. (2001). Designs to evaluate high-risk and population-based suicide prevention 
programs: Maximizing our potential for reducing completed suicide. Washington, DC: 
IOM. 
Bryan, C. J., & Rudd, M. D. (2005). Advances in the assessment of suicide risk. Journal of 
Clinical Psychology, 62(2), 185–200. https://doi.org/10.1002/jclp.20222 
Burns, J. M., & Patton, G. C. (2000). Preventive interventions for youth suicide: A risk factor-
based approach. Australian and New Zealand Journal of Psychiatry, 34(3), 388–407. 
https://doi.org/10.1046/j.1440-1614.2000.00738.x 
94 
Caddo Parish.-COVID-19 Daily Update. (2020 May 11). Caddo Parish, Louisiana. Accessed 
October 4, 2020. Retrieved from 
http://www.caddo.org/DocumentCenter/View/1877/2020May11 
Caplan, G. (1961). An approach to community mental health. New York, NY: Grune and 
Stratton. 
Caplan, G. (1964). Principles of preventive psychiatry. New York, NY: Basic Books.  
Capuzzi, D. (2002). Legal and ethical challenges in counseling suicidal students. Professional 
School Counseling, 6(1), 36–46. 
Capuzzi, D., & Gross, D. R. (2019). Youth at risk a prevention resource for counselors, teachers, 
and parents. New York, NY: John Wiley & Sons 
Carkhuff, R. R., & Berenson, B. G. (1977). Beyond counseling and therapy (2nd ed.). New York, 
NY: Holt, Rinehart, & Winston. 
Center for Disease Control and Prevention (CDC). (2018). Suicide rates in the United States 
continue to increase. Retrieved November 27, 2019 from 
https://www.cdc.gov/nchs/products/databriefs/db309.htm 
Centers for Disease Control and Prevention (CDC). (2019). Preventing Suicide. Retrieved from 
https://bit.ly/2qTwDac 
Coglhan, D., & Brydon-Miller, M. (2014). The Sage publications encyclopedia of action 
research (Vol. 1–2). New York, NY: SAGE. 
https://doi.org/10.4135/9781446294406.n277 
Cornell, D. G., & Sheras, P. L. (1998). Common errors in school crisis response: Learning from 
our mistakes. Psychology in the Schools, 35(3), 297–307. 
https://doi.org/10.1002/(sici)1520-6807(199807)35:3<297::aid-pits9>3.3.co;2-t 
95 
Council for Accreditation of Counseling and Related Educational Programs. (2009). Standards. 
Retrieved from http://www.cacrep.org/wp-content/uploads/2013/12/2009 Standards.pdf  
Council for Accreditation of Counseling and Related Educational Programs. (2015). 2016 
standards for accreditation. Retrieved from http://www.cacrep.org/wp-
content/uploads/2017/08/2016-Standards-with-citations.pdf 
 Council for Accreditation of Counseling and Related Educational Programs. (2019). What is 
CACREP? Retrieved November 27, 2019, from https://www.cacrep.org/ 
Cox, G. R., Robinson, J., Williamson, M., Lockley, A., Cheung, Y. T. D., & Pirkis, J. (2012). 
Suicide clusters in young people. Crisis, 33(4), 208–214. https://doi.org/10.1027/0227-
5910/a000144 
Creswell, J. W., & Creswell, J. D. (2017). Research design: Qualitative, quantitative, and mixed 
methods approaches (5th ed.). Thousand Oaks, CA: SAGE. 
Creswell, J. W., & Poth, C. N. (2018). Qualitative inquiry and research design choosing among 
five approaches (4th ed.). Thousand Oaks, CA: SAGE.  
Crosby, A. E., Ortega, L., & Melanson, C. (2011). Self-directed violence surveillance: Uniform 
definitions and recommend data elements, Version 1.0. Atlanta, GA: Centers of Disease 
Control and Prevention, National Center for Injury and Prevention.  
Cusimano, M. D., & Sameem, M. (2011). The effectiveness of middle and high school-based 
suicide prevention programmes for adolescents: A systematic review. Injury Prevention, 
17(1), 43–49. https://doi.org/10.1136/ip.2009.025502 
David-Ferdon, C., Crosby, A. E., Caine, E. D., Hindman, J., Reed, J., & Iskander, J. (2016). 
CDC grand rounds: Preventing suicide through a comprehensive public health approach. 
96 
MMWR and Morbidity and Mortality Weekly Report, 65, 894–897.https://doi.org/ 
10.15585/mmwr.mm6534a2external icon. 
Douglas, K. A., & Morris, C. A. W. (2015). Assessing counselors’ self-efficacy in suicide 
assessment and intervention. Counseling Outcome Research and Evaluation, 6(1), 58–69. 
https://doi.org/10.1177/2150137814567471 
Drost, E. (2011). Validity and reliability in social science research. International Perspectives on 
Higher Education Research, 38(1), 105–124. 
Erford, B. T. (2007). Transforming the school counseling profession (5th ed.). New York, NY: 
Pearson. 
Erickson, A., & Abel, N. R. (2013). A high school counselor’s leadership in providing school-
wide screening for depression and enhancing suicide awareness. Scholarship and 
Professional Work-Education, 16(5), 282–289. 
https://digitalcommons.butler.edu/coe_papers/22 
Fiernan, K. R. (2012). Suicide postvention in schools: The role of the school counselor. Journal 
of Professional Counseling: Practice, Theory & Research, 39(2), 14–28. 
https://doi.org/10.1080/15566382.2012.12033884 
Gallo, L. L. (2016). The relationship between suicide assessment knowledge and self-efficacy 
among practicing school counselors (Doctoral dissertation, The University of Iowa). 
Retrieved from https://doi.org/10.17077/etd.wgkr8jaf  
  
97 
Gallo, L. L., Doumas, D. M., Moro, R., Midgett, A., & Porchia, S. (2019). Evaluation of a youth 
suicide prevention course: Increasing counseling students’ knowledge, skills, and self-
efficacy. The Journal of Counselor Preparation and Supervision, 12(3), Art. 9. 
https://doi.org/10.17077/etd.wgkr8jaf  
Goldston, D. (2000). Assessment of suicidal behaviors and risk among children and adolescents 
(NIMH Contract No. 263-MD-909995). Bethesda, MD: National Institute of Mental 
Health.  
Gov. Edwards Confirms Louisiana's First Presumptive Positive Case of COVID-19.(2020 March 
9). Office of the Governor. Retrieved October 4, 2020 from 
https://gov.louisiana.gov/index.cfm/newsroom/detail/2392 
Granello, D. H., & Granello, P. F. (2007). Suicide: An essential guide for helping professionals 
and educators. Boston, MA: Pearson Allyn and Bacon.  
Hoff, L. A. (1995). People in crisis: Understanding & helping (4th ed.) San Francisco, CA: 
Wiley Trade Publishing. 
Hoffman, R. M., Osborne, C. J., & West, J. D. (2013). Clinical supervision of counselors-in-
training working with suicidal clients: A grounded theory investigation. The Clinical 
Supervisor, 32(1), 105–127. https://doi.org/10.1080/07325223.2013.780991 
Hollis, J. W. (1998). Is CACREP accreditation making a difference in mental health counselor 
preparation? Journal of Mental Health Counseling, 20, 89–92. Retrieved from 
https://search.proquest.com/openview/5188e8b090ffb1b844d39b1905071f2b/1?pq-
origsite=gscholar&cbl=47399 
Hollis, J. W., & Dobson, T. A. (2001). Counselor preparation 1991–2001: Programs, faculty, 
trends. Greensboro, NC: National Board of Certified Counselors.  
98 
Huey, W. C. (2011). The 2010 revised standards for school counselors. Georgia School 
Counselors Association Journal, 18(1), 6–12. 
https://files.eric.ed.gov/fulltext/EJ963121.pdf 
International Association for Suicide Prevention. (2014). World suicide prevention day 2014: 
Facts & figures [PowerPoint presentation]. Retrieved from 
https://www.iasp.info/wspd/2014_wspd.php 
James, R. K. (2008). Crisis intervention strategies. Belmont, CA: Brooks/Cole. 
Jobes, D. A. (2012). The Collaborative Assessment and Management of Suicidality (CAMS): An 
evolving evidence-based clinical approach to suicidal risk. Suicide and Life-Threatening 
Behavior, 42(6), 640–653. https://doi.org/10.1111/j.1943-278X.2012.00119.x  
Jobes, D. A., Lento, R., & Brazaitis, K. (2012). An evidence-based clinical approach to suicide 
prevention in the department of defense: The collaborative assessment and management 
of suicidality (CAMS). Military Psychology, 24(6), 604–623. 
https://doi.org/10.1080/08995605.2012.736327 
Joiner, T. E., Walker, R. L., Rudd, M. D., & Jobes, D. A. (1999). Scientizing and routinizing the 
assessment of suicidality in outpatient practice. Professional Psychology: Research and 
Practice, 30(5), 447–453. https://doi.org/10.1037/0735-7028.30.5.447 
Juhnke, G. A., Granello, P. F., & Granello, D. H. (2011). Suicide, self-injury, and violence in the 
schools: Assessment, prevention, and intervention strategies. Hoboken, NJ: John Wiley 
& Sons. 
King, C. A., Foster, C. E., & Rogalski, K. M. (2013). Teen suicide risk: A practitioner guide to 
screening, assessment, and management. New York, NY: The Guilford Press. 
King, K. A., & Smith, J. (2001). Project SOAR: A training program to increase school 
99 
counselors’ knowledge and confidence regarding suicide prevention and intervention. 
Journal of School Health, 70(10), 402–407. https://doi.org/10.1111/j.1746-
1561.2000.tb07227.x 
King, K. A., Price, J. H., Telljohann, S. K., & Wahl, J. (1999). High school teachers’ perceived 
self-efficacy in identifying students at risk of suicide. Journal of School Health, 69(5), 
202–207. https://doi.org/10.1111/j.1746-1561.1999.tb06386.x 
King, K. A., Price, J. H., Telljohann, S. K., & Wahl, J. (2000). Preventing adolescent suicide: Do 
high school counselors know the risk factors? Professional School Counseling, 3(4), 
255–263. Retrieved from 
https://search.proquest.com/openview/1b389f9aabca874eecc5be621dc78365/1?pq-
origsite=gscholar&cbl=11185 
King, K. A., Strunk, C. M., & Sorter, M. T. (2011). Preliminary effectiveness of surviving the 
teens(®) suicide prevention and depression awareness program on adolescents’ 
suicidality and self-efficacy in performing help-seeking behaviors. The Journal of 
School Health, 81(9), 581–590. https://doi.org/10.1111/j.1746-1561.2011.00630 
Kirchberg, T. M., & Neimeyer, R. A. (1991). Reactions of beginning counselors to situation 
involving death and dying. Death Studies, 15(6), 603–610. 
https://doi.org/10.1080/07481189108252548  
Larson, L. M., & Daniels, J. A. (1998). Review of the counseling self-efficacy literature. The 
Counseling Psychologist, 26(2), 179–218. https://doi.org/10.1177/0011000098262001 
Lent, R. W., Brown, S. D., & Hackett, G. (2002). Social cognitive career theory. In Brown, D. 
(Ed.), Career choice and development (4th ed., pp. 255–311). San Francisco, CA: 
Jossey-Bass. 
100 
Lent, R. W. (2005). A social cognitive view of career development and counseling. In S. D. 
Brown & R. W. Lent (Eds.), Career development and counseling: Putting theory and 
research to work (pp. 101–127). Hoboken, NJ: John Wiley & Sons Inc. 
Lindemann, E. (1944). Symptomatology and management of acute grief. American Journal of 
Psychiatry, 101(2), 141–148. https://doi.org/10.1176/ajp.101.2.141 
Long, N. J., Wood, M. M., & Fecser, F. A. (2001). Life space crisis intervention: Talking to 
children and youth in crisis. Austin, TX: PRO-ED.  
Louisiana Department of Education. (2010). The Louisiana school counseling model. Retrieved 
November 21, 2019, from 
http://www.louisianaschoolcounselor.com/uploads/7/7/1/9/77191223/la_school_counseli
ng_model.pdf 
MacDonald, D. K. (2016). Crisis theory and types of crisis. Retrieved from 
http://dustinkmacdonald.com/crisis-theory-types-crisis/ 
Malley, P. B., Kush, F., & Bogo, R. J. (1994). School-based adolescent suicide prevention and 
intervention programs: A survey. The School Counselor, 42(2), 130–136. Retrieved from 
https://www.jstor.org/stable/23900026?seq=1 
Malterud, K. (2001). Qualitative research: Standards, challenges and guidelines. The Lancet, 
358(9280), 483–488. https://doi.org/10.1016/S0140-6736(01)05627-6  
McBride, D. (2020). The process of research and statistical analysis in psychology. Thousand 
Oaks, CA: SAGE. 
Milsom, A., & Akos, P. (2007). National certification: Evidence of a “professional” school 
counselor? Professional School Counseling, 10(4), 346–351. 
https://doi.org/10.5330/prsc.10.4.a7th3l62945544g6 
101 
National Center for Health Statistics. (2019). Death Rates Due to Suicide and Homicide Among 




National Institute of Mental Health. (2019, April 16). Suicide definitions. Retrieved from 
https://www.nimh.nih.gov/health/statistics/suicide.shtml 
National Institute of Mental Health. (2017). Ask Suicide Screening Questions (ASQ) toolkit. 
Retrieved November 27, 2019, from https://www.nimh.nih.gov/research/research-
conducted-at-nimh/asq-toolkit-materials/index.shtml 
Newman, K. (2019, February 7). Study: Suicide rates decline globally while U.S. rate rises. 
Retrieved November 27, 2019, from https://www.usnews.com/news/best-
countries/articles/2019-02-07/global-suicide-rate-declines-while-us-rate-rises-study-finds 
Oordt, M. S., Jobes, D. A., Fonseca, V. P., & Schmidt, S. M. (2009). Training mental health 
professionals to assess and manage suicidal behavior: Can provider confidence and 
practice behaviors be altered? Suicide Life and Threatening Behavior, 39(1), 21–32. 
https://doi.org/10.1521/suli.2009.39.1.21 
Pisani, A. R., Cross, W. F., & Gould, M. S. (2011). The assessment and management of suicide 
risk: State of workshop education. Suicide and Life-Threatening Behavior, 41(3), 255–
276. https://doi.org/10.1111/j.1943-278x.2011.00026.x 
Potter, L., & Stone, D. M. (2003). Suicide prevention in schools: What can and should be done. 
American Journal of Health Education, 34(5), 35–41. 
https://doi.org/10.1080/19325037.2003.10603591  
102 
Privitera, G. (2020). Research methods for the behavioral sciences (3rd ed.). Thousand Oaks, 
CA: SAGE. 
Range, L. M., & Knott, E. C. (1997). Twenty suicide assessment instruments: Evaluation and 
recommendations. Death Studies, 21(1), 25–58. 
https://doi.org/10.1080/074811897202128 
Reis, C., & Cornell, D. (2008). An evaluation of suicide gatekeeper training for school 
counselors and teachers. Professional School Counseling, 11(6), 386–394. 
https://doi.org/10.5330/PSC.n.2010-11.386 
Riesch, S.K., Jacobson, G., Sawdey, L., Anderson, J., & Henriques, J. (2008). Suicide ideation 
among later elementary school-aged youth. Journal of Psychiatric and Mental Health 
Nursing. 15,(4), 263-277. https://doi.org/10.1111/j.1365-2850.2007.01221.x 
Rigby, K. & Slee, P. (1999). Suicidal Ideation among Adolescent School Children, Involvement 
in Bully—Victim Problems, and Perceived Social Support. Suicide and Life-Threatening 
Behavior, 29(2), 119-130. https://doi.org/10.1111/j.1943-278X.1999.tb01050.x 
Roberts, A. R. (1990). Crisis intervention handbook: Assessment, treatment and research. New 
York, NY: Oxford University Press. 
Robinson, J., Cox, G., Malone, A., Williamson, M., Baldwin, G., Fletcher, K., & O’Brien, M. 
(2013). A systematic review of school-based interventions aimed at preventing, treating, 
and responding to suicide-related behavior in young people. Crisis, 34(3), 164–182. 
https://doi.org/10.1027/0227-5910/a000168 
Rogers, J. R., Gueulette, C. M., Abbey-Hines, J., Carney, J. V., & Werth, J. L. (2001). Rational 
suicide: An empirical investigation of counselor attitudes. Journal of Counseling & 
Development, 79(3), 365–372. https://doi.org/10.1002/j.1556-6676.2001.tb01982.x 
103 
Rudd, D. M., Joiner, T., & Rajab, M. H. (2004). Treating suicidal behavior: An effective time-
limited approach (2nd ed.). New York, NY: Guildford.  
Schmidt, E. A., Homeyer, L. E., & Walker, J. L. (2009). Predictors of success on the counselor 
preparation comprehensive examination. Counselor Education and Supervision, 48(4), 
226–238. https://doi.org/10.1002/j.1556-6978.2009.tb00077.x 
Schmitz, W. R., Allen, M. H., Feldman, B. N., Gutten, N. J., Jahn, D. R., Kleespies, P. M.,  
Simpson, S. (2012). Preventing suicide through improved training in suicide risk 
assessment and care: An American Association of Suicidology task force report 
addressing serious gaps in U.S. mental health training. Suicide and Life-Threatening 
Behavior, 42(3), 292–304. doi: 10.1111/j.1943-278X.2012.00090.x 
Segen’s Medical Dictionary. (n.d.). Suicide completion. Retrieved September 11, 2019, from 
https://medical-dictionary.thefreedictionary.com/Suicide+Completion  
Slaikeu, K. A. (1990). Crisis intervention: A handbook for practice and research. Boston, MA: 
Allyn and Bacon. 
Smaby, M. H., Peterson, T. L., Bergmann, P. E., Zenter Bacig, K. L., & Swearigin, S. (1990). 
School-based community intervention: The school counselor as lead consultant for 
suicide prevention and intervention programs. The School Counselor, 37(5), 370–377. 
Retrieved from https://www.jstor.org/stable/23900692 
  
104 
Smith, K., Conroy, R., & Ehler, B. (1984). Lethality of suicide attempt rating scale. Suicide and 
Life-Threatening Behavior, 14(4), 215–242. https://doi.org/10.1111/j.1943-
278x.1984.tb00678.x 
Stanley, B., & Brown, G. K. (2008). The safety plan treatment manual to reduce suicide risk: 
Veteran version. Washington, DC: United States Department of Veterans Affairs. 
Suicide Prevention Resource Center. (2012). Online counseling and suicide intervention 
specialist. Retrieved November 21, 2019, from https://www.sprc.org/resources-
programs/online-counseling-and-suicide-intervention-specialist 
Suicide Prevention Resource Center. (2001). Glossary of suicide prevention terms. Retrieved 
November 21, 2019, from 
https://www.sprc.org/sites/default/files/migrate/library/glossary.pdf 
Suicide Prevention Resource Center. (2019). Training. Retrieved from 
https://www.sprc.org/training 
Tang, M., Addison, K. D., LaSure‐Bryant, D., Norman, R., O'Connell, W., & Stewart‐Sicking, J. 
A. (2011). Factors that explain self-efficacy of counseling students: An exploratory study. 
Counselor Education and Supervision, 44(1), 70–80. 
The American Heritage Medical Dictionary. (n.d.). Suicidology. Retrieved November 21, 2019, 
from https://www.yourdictionary.com/suicidology 
The Jason Foundation. (2019). Professional development series: 2012 National strategy for 








Thompson, D. (2019, June 18). U.S. youth suicide rate reaches 20-year high. Retrieved 
November 21, 2019, from https://www.usnews.com/news/health-news/articles/2019-06-
18/us-youth-suicide-rate-reaches-20-year-high 
Tinsley, H. E., & Tinsley, D. J. (1987). Uses of factor analysis in counseling psychology 
research. Journal of Counseling Psychology, 34, 414. https://doi.org/10.1037/0022-
0167.34.4.414 
Trump, K. S. (2000). Classroom killers? Highway hostages? How schools can prevent and 
manage school crises? Thousand Oaks, CA: SAGE.  
United Health Foundation. (2019). Teen suicide in the United States. Retrieved November 21, 
2019, from https://www.americashealthrankings.org/explore/health-of-women-and-
children/measure/teen_suicide/state/ALL 
U.S. Department of Health and Human Services Office of the Surgeon General & National 
Action Alliance for Suicide Prevention. (2012). 2012 national strategy for suicide 
prevention: Goals and objectives for action. Washington, DC: HHS. 
Watcher Morris, C. A. W., & Minton, C. A. B. (2012). Crisis in the curriculum? New 
counselors’ crisis preparation, experiences, and self-efficacy. Counselor Education and 




Weinberg, R. B. (1990). Serving large numbers of adolescent victim-survivors. Group 
interventions following trauma at school. Professional Psychology: Research and 
Practice, 21(4), 271–278. https://doi.org/10.1037/0735-7028.21.4.271 
Wingate, L. R., Joiner, T. E., Walker, R. L., Rudd, M. D., & Jobes, D. A. (2004). Empirically 
informed approaches to topics in suicide risk assessment. Behavioral Sciences & The 
Law, 22(5), 651–665. https://doi.org/10.1002/bsl.612 
World Health Organization. (2016). Suicide data. Retrieved from 
https://www.who.int/mental_health/prevention/suicide/suicideprevent/en/Suicide.  
Zero Suicide Institute. (2019). Assessing and managing suicide risk. Retrieved November 27, 











Appendix A  
IRB Approval Letter 
 
Following is the IRB Approval Letter the researcher received from Xavier University to 


















Appendix B  
Informed Consent 
Title of Study: Best Practices: The Relationship between School Counselors’ Self-Efficacy and 
Conducting Suicide Risk Assessments 
Principal Investigator: Maisha Roneal Davis 
Department: Xavier University of Louisiana, Division of Education and Counseling 
Address: 1 Drexel Dr, New Orleans, LA 70125 
Email: mjohnson@xula.edu 
Background: You are being invited to take part in a research study. Before you decide to 
participate in this study, it is important that you understand why research is being done and what 
it will involve. Please take the time to read the information carefully. Please ask the researcher if 
there is anything that is not clear or if you need more information.  
Purpose of the Study: The purpose of this quantitative nonexperimental cross-sectional study is 
to investigate the relationship that exists amongst a school counselor’s self-efficacy during crisis 
intervention and perceptions of the school counselor’s preparation to conduct suicide 
assessments. This study will also examine whether self-efficacy differed for school counselors at 
middle and high school levels who graduated from non-CACREP accredited institutions or 
CACREP accredited institutions prior to 2009, and to examine whether number of years of 
experience, type of school setting, graduate training, current professional development, and 
experiences conducting risk assessments predicted ability to assess a student who is at suicidal 
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risk. The study seeks to answer the following research questions: 1)What is the relationship 
between school counselor’s self-efficacy and perceived preparation to conduct a suicide risk 
assessment? 2)Do school counselors who graduated from CACREP-accredited institutions after 
2009 report higher self-efficacy in conducting a suicide risk assessment than those who 
graduated from non-CACREP accredited institutions or CACREP accredited institutions prior to 
2009 (CACREP, 2015)? 3)Do school counselors who purport to have high self-efficacy that have 
graduated from a CACREP-accredited institution after 2009 and who have additional crisis 
intervention training able to better assess a student who is at suicidal risk (CACREP, 2015)? 
Study Procedures: If you agree to participate in this study, the following will occur: Click on 
the survey link and you will be redirected to Qualtrics to complete the Counselor Suicide 
Assessment Efficacy Survey (CSAES) scale and a researcher developed demographic 
questionnaire. These surveys are online, anonymous, and are estimated to take approximately 
10–15 minutes to complete the questionnaire. Your email address will be kept separate from 
your survey responses.  
Length of Participation: It is anticipated that the data collection and analysis will last 
approximately two to three months. 
Risks: This study does not appear to pose any adverse risk to the participants. You may decline 
to answer any and or all questions and you may terminate your involvement at any time you 
choose.  
Benefits: There will be no direct benefit to you from participating in this research study. 
However, we hope that the information from this study may be able to address the need for 
practical and evidenced-based training in suicide intervention through existing accredited 
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CACREP and NON-CACREP counseling programs. This study examines the self-efficacy 
among practicing school counselors as it relates to the effectiveness of their role during suicide 
intervention in which the school counselor completes a suicide risk assessment. This study may 
provide research that will incorporate better suicide intervention training for current CACREP 
and NON-CACREP master’s level school counseling programs. This study may also encourage 
school counselors to seek additional training on suicide intervention that is evidenced-based 
postgraduate school. The anticipated benefit of your participation in this study is to promote 
school counselor’s self-efficacy with identifying suicide ideation, performing risk assessments, 
and overall, preventing suicidal acts by youth.  
Alternative Procedures: If you do not want to be in the study, you may choose not to 
participate. 
Confidentiality: The records from this study will be kept as confidential as possible. The results 
of the research study may be published or otherwise reported at conferences, but participants’ 
identities will in no way be revealed (data will be reported anonymously and bear no identifiers 
that could connect data to individual participants).Data (participants’ responses to survey 
questions) will be collected and stored using Qualtrics survey software stored on an encrypted 
flash drive and separate from the informed consent and demographic forms. No personally 
identifying information will be collected on the participants during the course of this study to 
ensure confidentiality. After the study is completed unidentified data may be uploaded to journal 
editors. All other data will be stored securely for a period of five years before being destroyed.  
Questions: If you have questions about this study, please contact the primary investigator 
Maisha Davis by emailing mjohnson@xula.edu or you may call Renée Akbar, Ph.D. at (504) 
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520-7536. If you have any questions about your rights as a human participating in research, 
please contact the Institutional Review Board of Xavier University of Louisiana office at 
ORSP@xula.edu. 
This project has been reviewed and approved by the Institutional Review Board of Xavier 
University of Louisiana. If you believe there is an infringement upon your rights as a research 
subject, you may contact the Institutional Review Board of Xavier University office at 
ORSP@xula.edu. 
Voluntary Participation: Participation in this study is completely voluntary and will not affect 
your relationship with Xavier University of Louisiana or the researchers. If you decide not to 
participate, there will be no negative consequences. If you choose to participate, you may 
terminate involvement in the study at any time without prejudice. 
Unforeseeable Risks: There may be risks that are not anticipated. However, every effort will be 
made to minimize the risks.  
Costs to Subjects: There are no costs for your participation in this study.  
Compensation: There is no monetary compensation to you for your participation in this study.  
Consent:   I understand that I am agreeing to participate in the study “Best Practices: The 
Relationship between School Counselors’ Self-Efficacy and Conducting Suicide Risk 
Assessments.” The completion of an online survey will take approximately 10–15 minutes to 
complete. Please note that your contribution to the study is solely voluntary. At any given time, 
participants may decide to withdraw from the study without penalty and bias. By accepting the 
role of a participant in this study, participants are agreeing to complete an online Counselor 
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Suicide Assessment Efficacy Survey (CSAES) scale and a researcher developed demographic 
survey.  
 I attest that I have read the electronic consent information.  
 I attest that I am a School Counselor and at least 18 years of age or older. 
 I attest that I am acknowledging that my participation in this study is voluntary.  
You have been given the opportunity to ask questions and these have been answered to 
your satisfaction. Your response below indicates your voluntary agreement to participate 
in this research study.  
o Yes, I volunteer to participate in the completion of this survey. 









Appendix C  
Email Solicitation 
Request to Participate in Research:  
Dear Professional School Counselors: 
 
My name is Maisha Roneal Davis, a graduate student at Xavier University Louisiana in the 
doctoral program (Ed.D.) in Educational Leadership. I am writing this letter to invite you to 
participate in my dissertation study titled: “Best Practices: The Relationship between School 
Counselors’ Self-Efficacy and Conducting Suicide Risk Assessments.” This study has been 
approved and accepted by the Institutional Review Board (IRB) process at Xavier University of 
Louisiana. The researcher invites you to complete the survey and request you distribute this 
email to your fellow School Counselor colleagues practicing at the middle and high school levels 
in Louisiana. 
 
The purpose of this quantitative non-experimental cross-sectional study is to investigate the 
relationship that exist among a school counselor’s self-efficacy during crisis intervention and 
perceptions of the school counselor’s preparation to conduct suicide assessments. This study will 
also examine whether self-efficacy differed for school counselors at middle and high school 
levels who graduated from non-CACREP accredited institutions prior to 2009 or CACREP 
accredited institutions after 2009, and to examine whether number of years of experience, type of 
school setting, graduate training, current professional development, and experiences conducting 
risk assessments predicted ability to assess a student who is at suicidal risk.  
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Please note that I am currently trying to recruit approximately 150 practicing middle and high 





complete this survey. This dissertation is a quantitative non-experimental cross-sectional study, 
which means data will be collected from current school counselors practicing in the state of 
Louisiana via the Counselor Suicide Assessment Efficacy Survey (CSAES) scale and a 
researcher developed demographic survey. These surveys are online, anonymous, and are 
estimated to take approximately 10–15 minutes to complete the questionnaire. Your email 
address will be kept separate from your survey responses. The results of the research study may 
be published or otherwise reported at conferences, but participants’ identities will in no way be 
revealed (data will be reported anonymously and bear no identifiers that could connect data to 
individual participants). 
 
Participation in this study is thought to have minimal risks. However, some questions may have 
the potential to elicit emotional distress. All participants will receive educational information and 
will be offered resources, including connection to the Xavier University Counseling and 
Wellness Center as well as a counseling hot line number. You may decline to answer any and or 
all questions and you may terminate your involvement at any time you choose.  
 
Benefits: There will be no direct benefit to you from participating in this research study. 
However, we hope that the information from this study may be able to address the need for 
practical and evidenced-based training in suicide intervention through existing accredited 
CACREP and NON-CACREP counseling programs. This study examines the self-efficacy 
among practicing school counselors as it relates to the effectiveness of their role during suicide 
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intervention in which the school counselor completes a suicide risk assessment. This study may 
provide research that will incorporate better suicide intervention training for current CACREP 
and NON-CACREP master’s level school counseling programs. This study may also encourage 
school counselors to seek additional training on suicide intervention that is evidenced-based 
postgraduate school. The anticipated benefit of your participation in this study is to promote 
school counselor’s self-efficacy with identifying suicide ideation, performing risk assessments, 
and overall, preventing suicidal acts by youth.  
 
If you have questions as it relates to this study, please contact the primary investigator Maisha 
Davis by emailing mjohnson@xula.edu or you may call Renée Akbar, Ph.D. at (504) 520-7536. 
If you have any questions about your rights as a human participating in research, please contact 
the Institutional Review Board of Xavier University of Louisiana office at ORSP@xula.edu. 
This project has been reviewed and approved by the Institutional Review Board of Xavier 
University of Louisiana. If you believe there is an infringement upon your rights as a research 
subject, you may contact the Institutional Review Board of Xavier University office at 
ORSP@xula.edu. 
 
Inclusion criteria include: a) graduate with a master’s from a CACREP-accredited or Non-
accredited counseling program, b) have at least one year’s experience as a professional school 
counselor, c) hold an active certification as a professional school counselor in the state of 
Louisiana, d) current full-time employment as a professional school counselor in a Louisiana 




, f) have received 
training in crisis intervention.  
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Consent:   I understand that I am agreeing to participate in the study “Best Practices: The 
Relationship between School Counselors’ Self-Efficacy and Conducting Suicide Risk 
Assessments.” The completion of an online survey will take approximately 10–15 minutes to 
complete. Please note that your contribution to the study is solely voluntary. At any given time, 
participants may decide to withdraw from the study without penalty and bias. By accepting the 
role of a participant in this study, participants are agreeing to complete an online the Counselor 
Suicide Assessment Efficacy Survey (CSAES) scale and a researcher developed demographic 
survey.  
 
 I attest that I have read the electronic consent information.  
 I attest that I am a School Counselor and at least 18 years of age or older. 
 I attest that I am acknowledging that my participation in this study is voluntary.  
 
You have been given the opportunity to ask questions and these have been answered to 
your satisfaction. Your response below indicates your voluntary agreement to participate 
in this research study.  
o Yes, I volunteer to participate in the completion of this survey. 
o No, I do not wish to participate in the completion of this survey.  
 
Survey Link: Click on link or copy and paste the URL below into your web browser) to 
participate in the survey: ____________________ 
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If you are interested in participating, please contact me directly at mjohnson@xula.edu.   
Participation in this research study is voluntary.    
  
Thank you so much for your consideration and participation of this survey! 
Respectfully, 
Masha Davis 
Doctoral Candidate, Educational Leadership 
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Appendix E  
The Demographic Questionnaire 
Demographic Characteristics of School Counselor Participants  
Created by Maisha Davis 
 
1. How many years have you worked as a school counselor? * 
2. Are you a member of your school's crisis team? * 
o Yes 
o No 
3. Did you graduate from a CACREP program prior to 2009? * 
o Yes 
o No 
o Not sure 
4. Did you graduate from a CACREP program in 2009 or beyond 2009? 
o Yes 
o No 
o Not sure 
5. Did you graduate from a NON-CACREP program? 
o Yes 
o No 
o Not sure 
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6. Did your graduate training include training on suicide risk assessments? 
o Yes 
o No 









8. As a school counselor do you receive annual Professional Development on suicide risk 









Appendix F  
Permission to use the Counselor Suicide Assessment Efficacy Survey Scale 
(CSAES) 
  Carrie Morris <cawmorris@uncg.edu> Thu, Oct 31, 2019 at 11:13 AM 
  To: Maisha Davis <maishadavis32@gmail.com> 
You have my permission to use it.  All items are listed in the article itself.  Let me know if 





Carrie A. Wachter Morris, Ph.D., NCC, ACS 
Associate Professor 
Department of Counseling and Educational Development 
School of Education 
PO Box 26170 
University of North Carolina at Greensboro 
Greensboro, NC 27402-6170 
cawmorris@uncg.edu 
(336) 365-6895 (office) 




On Thu, Oct 31, 2019 at 2:02 PM Maisha Davis <maishadavis32@gmail.com> wrote: 
Good afternoon, 
I am currently working on my dissertation which examines school counselors self-efficacy 
with suicide risk assessments.  I would like to use the CSAES survey for my study.  Could 
you give me some guidance on who I need to contact to use this survey for my study?  You 











Appendix G  
Request for the Louisiana Counseling Association to forward my survey 
  Maisha Davis <maishadavis32@gmail.com> Sun, May 10, 2020 at 4:05 PM 
  To: DIANE AUSTIN <lca_austin@bellsouth.net> 
---------- Forwarded message --------- 
From: Maisha Davis <maishadavis32@gmail.com> 
Date: Sun, May 10, 2020 at 6:00 PM 
Subject: School Counselor Research Study 
To: DIANE AUSTIN <lca_austin@bellsouth.net> 
 
Dear Professional School Counselors: 
My name is Maisha Davis, I am a graduate student at Xavier University of Louisiana in the 
doctoral program (Ed.D.) in Educational Leadership.  I am writing this letter to invite you to 
participate in my dissertation study titled: “Best Practices: The Relationship between School 
Counselors’ Self-Efficacy and Conducting Suicide Risk Assessments.”  This study has been 
approved and accepted by the Institutional Review Board (IRB) process at Xavier University 
of Louisiana (IRB Study#794).  I invite you to participate in my study and request that you 
distribute this email to your fellow School Counselor colleagues practicing at the middle and 




 Maisha Davis <maishadavis32@gmail.com> Sun, May 10, 2020 at 4:05 PM 
 To: DIANE AUSTIN <lca_austin@bellsouth.net> 
---------- Forwarded message --------- 
From: Maisha Davis <maishadavis32@gmail.com> 
Date: Sun, May 10, 2020 at 6:00 PM 
Subject: School Counselor Research Study 
To: DIANE AUSTIN <lca_austin@bellsouth.net> 
 
Dear Professional School Counselors: 
My name is Maisha Davis, I am a graduate student at Xavier University of Louisiana in the 
doctoral program (Ed.D.) in Educational Leadership.  I am writing this letter to invite you to 
participate in my dissertation study titled: “Best Practices: The Relationship between School 
Counselors’ Self-Efficacy and Conducting Suicide Risk Assessments.”  This study has been 
approved and accepted by the Institutional Review Board (IRB) process at Xavier University 
of Louisiana (IRB Study#794).  I invite you to participate in my study and request that you 
distribute this email to your fellow School Counselor colleagues practicing at the middle and 




 Maisha Davis <maishadavis32@gmail.com> Sun, May 10, 2020 at 4:05 PM 
 To: DIANE AUSTIN <lca_austin@bellsouth.net> 
---------- Forwarded message --------- 
From: Maisha Davis <maishadavis32@gmail.com> 
Date: Sun, May 10, 2020 at 6:00 PM 
Subject: School Counselor Research Study 
To: DIANE AUSTIN <lca_austin@bellsouth.net> 
 
Dear Professional School Counselors: 
My name is Maisha Davis, I am a graduate student at Xavier University of Louisiana in the 
doctoral program (Ed.D.) in Educational Leadership.  I am writing this letter to invite you to 
participate in my dissertation study titled: “Best Practices: The Relationship between School 
Counselors’ Self-Efficacy and Conducting Suicide Risk Assessments.”  This study has been 
approved and accepted by the Institutional Review Board (IRB) process at Xavier University 
of Louisiana (IRB Study#794).  I invite you to participate in my study and request that you 
distribute this email to your fellow School Counselor colleagues practicing at the middle and 







Appendix H  
Request for Peer Participants 
A Peer Request for Research 
 
Louisiana Counseling Association <lca_austin@bellsouth.net> 




Dear Professional School Counselors: 
My name is Maisha Davis, I am a graduate student at Xavier University of Louisiana 
in the doctoral program (Ed.D.) in Educational Leadership. I am writing this letter to 
invite you to participate in my dissertation study titled: “Best Practices: The 
Relationship between School Counselors’ Self-Efficacy and Conducting Suicide Risk 
Assessments.” This study has been approved and accepted by Institutional Review 
Board (IRB) process at Xavier University of Louisiana (IRB Study#794). The 
researcher invites you to complete the survey and request you distribute this email to 
your fellow School Counselor colleagues practicing at the middle and high school level 
in Louisiana.   
The purpose of this quantitative non-experimental cross-sectional study is to 
investigate the relationship that exist among a school counselor’s self-efficacy during 
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crisis intervention and perceptions of the school counselor’s preparation to conduct 
suicide risk assessments.  This study will also examine whether self-efficacy differed 
for school counselors at middle and high school levels who graduated from non-
CACREP accredited institutions prior to 2009 or CACREP accredited institutions after 
2009, and to examine whether number of years of experience, type of school setting, 
graduate training, current professional development, and experiences conducting risk 
assessments predicted ability to assess a student who is at suicidal risk.  Please note 
that I am currently trying to recruit approximately 150 practicing middle and high 





 to complete this survey.  This dissertation is a quantitative non-experimental cross-
sectional study, which means data will be collected from current school counselors 
practicing in the state of Louisiana via the Counselor Suicide Assessment Efficacy 
Survey (CSAES) scale and a researcher developed demographic survey.  These 
surveys are online, anonymous, and are estimated to take approximately 10-15 minutes 
to complete the questionnaire.  
Your email address will be kept separate from your survey responses. The results of 
the research study may be published or otherwise reported at conferences, but 
participants’ identities will in no way be revealed (data will be reported anonymously 
and bear no identifiers that could connect data to individual participants). Participation 
in this study is thought to have minimal risks. However, some questions may have the 
potential to elicit emotional distress. All participants will receive educational 
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information and will be offered resources, including connection to the Xavier 
University Counseling and Wellness Center as well as a counseling hot line number. 
You may decline to answer any and or all questions and you may terminate your 
involvement at any time you choose.   
Benefits: There will be no direct benefit to you from participating in this research 
study. However, we hope that the information from this study may be able to address 
the need for practical and evidenced-based training in suicide intervention through 
existing accredited CACREP and NON-CACREP counseling programs. This study 
examines the self-efficacy among practicing school counselors as it relates to the 
effectiveness of their role during suicide intervention in which the school counselor 
completes a suicide risk assessment. This study may provide research that will 
incorporate better suicide intervention training for current CACREP and NON-
CACREP master’s level school counseling programs. This study may also encourage 
school counselors to seek additional training on suicide intervention that is evidenced-
based postgraduate school. The anticipated benefit of your participation in this study is 
to promote school counselor’s self-efficacy with identifying suicide ideation, 
performing risk assessments, and overall, preventing suicidal acts by youth. 
If you have questions as it relates to this study, please contact the primary investigator 
Maisha Davis by emailing mjohnson@xula.edu or you may call Renée Akbar, Ph.D. 
at (504) 520-7536.  If you have any questions about your rights as a human 
participating in research, please contact the Institutional Review Board of Xavier 
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University of Louisiana office at ORSP@xula.edu. This project has been reviewed and 
approved by the Institutional Review Board of Xavier University of Louisiana. If you 
believe there is an infringement upon your rights as a research subject, you may 
contact the Institutional Review Board of Xavier University office 
at ORSP@xula.edu.   
Inclusion criteria include: a) graduate with a master’s from a CACREP-accredited or 
Non-accredited counseling program, b) have at least one year’s experience as a 
professional school counselor, c) hold an active certification as a professional school 
counselor in the state of Louisiana, d) current full-time employment as a professional 






Consent:   I understand that I am agreeing to participate in the study “Best Practices: 
The Relationship between School Counselors’ Self-Efficacy and Conducting Suicide 
Risk Assessments.” The completion of this online survey will take approximately 10-
15 minutes to complete. Please note that your contribution to this study is solely 
voluntary. At any given time, participants may decide to withdraw from the study 
without penalty and bias. By accepting the role of a participant in this study, 
participants are agreeing to complete an online Counselor Suicide Assessment Efficacy 
Survey (CSAES) scale and a researcher developed demographic survey.  
· I attest that I am a School Counselor and at least 18 years of age or older. 
· I attest that I am acknowledging that my participation in this study is voluntary.   
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Survey Link: Click on link or copy and paste the URL below into your web browser to 







Louisiana Counseling Association | 353 Leo Avenue, Shreveport, LA 71105 
Unsubscribe maishadavis32@gmail.com  
Update Profile | About Constant Contact 
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P1 11 YES NO YES YES 
P2 23 YES YES NO YES 
P3 6 YES NO YES YES 
P4 3 YES YES YES YES 
P5 3 YES YES YES YES 
P6 8.5 YES YES sometimes YES 
P7 11 YES YES YES YES 
P8 20 YES NO YES NO 
P9 3 YES YES YES YES 
P10 7 YES NO YES YES 
P11 12 YES YES NO YES 
P12 2 YES YES YES YES 
P13 15 YES NO YES YES 
P14 3 YES YES NO YES 
P15 10 YES YES YES YES 
P16 6 NO YES YES YES 
P17 15 YES YES YES YES 
P18 14 YES YES YES YES 
P19 24 YES NO NO YES 
P20 23 YES YES YES YES 
P21 18 YES YES No response YES 
































P23 23 YES YES YES YES 
P24 1 YES YES YES YES 
P25 24 YES NO YES YES 
P26 13 YES NO YES YES 
P27 No response No response No response No response No response 
P28 6 YES YES YES YES 
P29 4 YES YES YES YES 
P30 2 YES NO NO NO 
P31 28 NO NO YES YES 
P32 8 YES NO NO YES 
P33 21 YES NO YES YES 
P34 3 NO YES YES YES 
P35 18 YES YES NO YES 
P36 15 YES YES NO NO 
P37 7 YES YES YES YES 
P38 4 YES YES YES YES 
P39 20 YES NO YES YES 
P40 3.5 YES YES YES YES 
P41 8 YES YES MOST 
YEARS 
YES 
P42 6 YES NO YES YES 
P43 8 NO NO NO YES 
P44 1 NO YES YES YES 
P45 1 YES YES YES YES 
P46 10 NO NO YES YES 
































P48 No response No response No response No response No response 
P49 No response No response No response No response No response 
P50 15 YES NO YES YES 
P51 2 YES NO YES YES 
P52 11 YES NO YES YES 
P53 19 YES NO YES YES 
P54 6.5 YES YES NO YES 
P55 UNKNOWN YES YES YES YES 
P56 17 YES NO YES YES 
P57 10 NO YES YES YES 
P58 11.5 YES YES YES YES 
P59 2 YES YES NO YES 
P60 9 YES YES YES YES 
P61 9 YES YES YES YES 
P62 11 YES NO YES YES 
P63 10 YES NO YES YES 
P64 5 YES YES YES YES 
P65 5.5 YES YES YES YES 
P66 9 YES YES YES YES 
P67 3 YES NO YES YES 
P68 3 YES YES YES YES 
 
